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EXECUTIVE SUMMARY

This is a report of an external program evaluation of the Trafficking in Persons — Recovery
Centre (TIP-RC) funded by the United States Department of State’s Office to Monitor and
Combat Trafficking in Persons (J/TIP). The project was implemented in Sierra Leone by World
Hope International (WHI). The project began in 2012, but its implementation was limited for
nearly a year during the Ebola epidemic in West Africa, starting in August 2014. The project
temporarily closed in July 2015 due to a lapse in funding, but it was re-initiated in October 2015.
This evaluation will primarily focus on the period since October 2015.

The on-site evaluation was conducted in June 2016 by a licensed psychologist who completed an
earlier evaluation of the TIP-RC Project in 2013. The core objectives of the evaluation were: (a)
to assess implementation outputs not addressed in the original evaluation, and (b) to measure the
expected outcomes of this project. The goals of this evaluation project are: (a) to provide
recommendations to WHI to improve their model of services, and (b) to provide
recommendations to J/TIP to inform their decisions regarding the future design, implementation,
and funding of comprehensive aftercare programs for child victims of human trafficking. This
report includes the consolidated findings from the desk review and the fieldwork in Sierra Leone
as well as the evaluator’s conclusions, recommendations, and lessons learned.

RESEARCH METHOLOGY

The main questions addressed by the evaluation include:

1. How does cooperation with partner organizations contribute to this model of services?

2. How do referral and screening procedures used to identify and admit beneficiaries to the

TIP-RC contribute to or undermine implementation of this program model?

3. How do reintegration services contribute to or undermine implementation of this program
model?
How effective has WHI been in building staff capacity at the TIP-RC?
How effective has the TIP-RC been in achieving stabilization and recovery of survivors?
How effective has the TIP-RC been in achieving successful reintegration of survivors in
the Sierra Leone community?

o oA

To answer the evaluation questions, a broad range of qualitative and quantitative data was
collected to inform the evaluation’s conclusions, recommendations, and lessons learned. The
evaluation methodology was compromised of five main components:

1. A literature review on human trafficking and other related issues. The human
trafficking literature was reviewed, with a special focus placed on the aftercare service
delivery literature and child trafficking literature. As a means to supplement the limited
literature on reintegration outcomes for victims of trafficking (VoT), the literature on
reintegrated former child soldiers in Sierra Leone was also reviewed.

2. A desk review of documentation. A desk review was comleted of the following
documentation: (a) grant documents and progress reports; (b) all TIP-RC policy,
procedures, and forms; and (c) training materials and curriculum.
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3. Semi-structured interviews. WHI employees and key informants at partner
organizations were interviewed using an interview guide, which was developed to obtain
primary data regarding the evaluation questions.

4. Direct observations. The evaluator completed direct observations of the TIP-RC staff
members engaged in their normal job responsibilities, including six different shelter
activities, one social worker follow-up training, and three regularly scheduled TIP-RC
staff meetings.

5. Case file analyses. Primary data was obtained from WHI’s Data Sheet and case
registration forms in the case files. Also, a chart review was conducted on 8 randomly
chosen case files using a chart review rubric. Additional archival data used in this
evaluation included the following client assessment data found in the case files: (a) the
Clinical Care Assessment Tool (CCAT), which is supposed to be administered three
times to all clients while in the shelter (i.e., baseline, midpoint, and endpoint
administrations); and (b) the Post-Reintegration Assessment Tool (PRAT), which is
supposed to be administered to all reintegrated clients 9-months after reintegration.

This evaluation used a non-experimental design to evaluate this project. As a result, definitive
causal relationships cannot be established between program inputs, outputs, and outcomes. All
findings about what factors contribute to project outcomes must be considered as suggestive,
rather than conclusive.

BACKGROUND ON THE TIP-RC PROJECT

According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra
Leone is a source and destination country for trafficking in persons (TIP). Men, women, and
children are most commonly trafficked from rural areas to urban areas for the purpose of
exploitation in forced labor, domestic servitude, prostitution, and forced marriages. WHI has
implemented anti-trafficking efforts in Sierra Leone since 2004, with intial projects focused on
TIP prevention as well as the provision of case management services for identified victims. The
TIP-RC Project developed in response to the increased identification of VoT as a result of their
prevention programs. Yet, WHI was unable to adequately protect and assist these victims due to
the lack of comprehensive aftercare services for VoT in Sierra Leone.

WHI initiated the TIP-RC Project in Freetown, Sierra Leone in March 2012, using funding from
JITIP. The TIP-RC provides holistic and comprehensive aftercare services to primarily female
child trafficking victims by providing: (a) safe residential care for approximately 6 months; (b)
short-term clinical care that addresses victims’ physical health, mental health, and social needs;
(c) legal support; and (d) reintegration support and case management services. The ultimate goal
of these services is to support the recovery and successful reintegration of VoT into the Sierra
Leone community. The TIP-RC also provides outreach trainings and advocacy on human
trafficking issues with the intended pupose of strengthening sustainable systems and
infrastructure that combat TIP in Sierra Leone.

At the time of the field research, 117 residential clients (63 during the pre-Ebola period, 21

during the Ebola period, and 37 since the shelter re-opened in October 2015) have received
comprehensive aftercare services at the TIP-RC. In addition, 37 non-residential clients have
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received case management services. Since the TIP-RC reopened, 93% of the residential clients
have been VoT, whereas 7% have been suspected TIP cases that turned out not to involve
trafficking. Currently, the average length of residential care before reintegration is a little over 3
months, while reintegrated clients are provided reintegration support services for approximately
12 months after reintegration.

KEY FINDINGS

It can be concluded that TIP-RC Project has obtained successful results in a challenging
environment. There is substantial evidence that the TIP-RC provides high quality,
comprehensive aftercare services for primarily young female VVoT in Sierra Leone. Moreover,
the TIP-RC program model is generally effective in supporting the recovery of predominantly
child trafficking victims and then successfully reintegrating them into normal community life in
a low resourced country. However, one of the major weaknesses of the TIP-RC Project is that it
lacks a sustainability plan in regards to funding. Two major issues negatively impact the
sustainability of the TIP-RC Project: (a) the high cost of providing quality comprehensive care,
and (b) the lack of funding from the government of Sierra Leone (GOSL). Still, the findings
provide considerable support for the TIP-RC to be considered a best practice model for child
trafficking victim assistance programs in West Africa. Other findings will be discussed below.

Cooperation with Partner Organizations. Developing collaborative partnerships with a wide
range of organizations is one of the key factors in the project’s ability to provide high quality
comprehensive aftercare services in Sierra Leone, while controlling costs. Cooperation with
partner organizations contributes to the TIP-RC program model in several ways, including: (a)
receiving official recognition from the GOSL; (b) improving victim identification and the use of
referrals mechanisms to obtain psychosocial care for identified victims; (c) providing free or
discounted medical care to adequately address clients’ physical health problems; (d) offering
residential care through alternative care providers for referred cases that do not meet the TIP-
RC’s residential admission criteria and for clients who cannot be reintegrated with family
members; (e) supplementing their reintegration support services with assistance from
implementing partners (e.g., helping with family tracing and monitoring reintegrated cases); and
(F) offering some assistance with their clients’ immigration and legal issues. Yet, WHI needs to
develop stronger partnerships with legal service providers and other human rights groups in
Sierra Leone to promote increased prosecutions and convictions of trafficking-related offenses.

Referral and Screening Procedures. These procedures are in compliance with best practices
from the victim identification literature (IOM, 2007; Macy & Graham, 2012). The project’s TIP-
related trainings, in addition to WHI’s strong focus on relationship building with partner
organizations, have improved the ability of the GOSL and other organizations to accurately
identify and refer VOT to the shelter. Also, these efforts have helped the GOSL to strengthen the
national referral mechanism, increasing the likelihood that child trafficking victims in Sierra
Leone are being systematically identified, protected, and supported in their recovery process.

Reintegration Support Services. The reintegration support services provided by the TIP-RC

generally comply with recommended practices in the aftercare service delivery literature (IOM,
2007; Muraya & Fry, 2016). These services generally strengthen the TIP-RC program model and
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contribute to successful reintegration outcomes. However, the weaknesses in their current service
delivery model generally involve not providing sufficient levels of some of these services, as
recommended in the aftercare service delivery literature (I0M, 2007; Muraya & Fry, 2016).
These include: (a) not providing enough family bonding visits; (b) not adequately resourcing or
supporting families to make their income generating projects sustainable; and (c) conducting
fewer community-based follow-up visits for reintegrated clients than recommended. These
weaknesses are primarily due to funding limitations. This compromised practice has not
generally interfered with the TIP-RC’s ability to obtain positive reintegration outcomes, except
for the outcomes related to the income generating projects.

Staff Capacity Outcomes. At the outset of the TIP-RC Project, WHI struggled with recruiting
and hiring qualified staff members because Sierra Leone has few professionally trained and
qualified human service providers. WHI addressed this implementation issue by: (a) hiring Sierra
Leonean staff members with the appropriate soft qualities to be competent caregivers; (b)
employing an expatriate staff member with the appropriate clinical credentials to fill a clinical
supervisor role; and (c) providing on-going training and clinical supervision to all staff members
throughout the course of the project. The evaluation findings indicate that WHI has developed
the professional capacity of the TIP-RC staff members to generally competent levels in several
domains, including: (a) providing trauma-informed care; (b) developing and implementing
appropriate treatment plans and reintegration plans; (c) engaging in several aspects of data-based
decision making; and (d) managing job-related stress via organizational support and some use of
self-care practices. Further development needs to occur in: (a) utilizing trauma-informed care
practices to manage externalizing problems (e.g., physical and verbal aggression) in residential
clients; (b) using data to monitor intervention effectiveness at both an individual and a
programmatic level; and (c) maintaining clinical documentation according to WHI policy.
Because the provision of quality care is linked to employing highly-skilled service providers, it is
doubtful that the TIP-RC Project would have made significant progress in reaching program
goals without investing the resources to build the professional capacity of the TIP-RC staff.

Stabilization and Recovery Outcomes. Based on the evidence available, the TIP-RC Project
has generally been effective in stabilizing and recovering VoT over a broad range of comorbid
problems during the course of residential care. The comprehensive aftercare services have had
beneficial effects on significantly improving the following areas for the clientele: (a) physical
health problems, (b) some mental health symptoms (i.e., trauma-related symptoms and
internalizing problems), (c) coping skills, (d) self-confidence, (e) self-protection skills, and (f)
academic and/or vocational functioning while in the shelter. No improvements were identified in
the clients’ ability to utilize spiritual resources as a means to cope with stressors, but this seems
to be an area of strength for the majority of the clients when they enter the shelter. Additionally,
the TIP-RC clients generally reported only small, yet non-significant improvements in mental
health symptoms related to externalizing problems (i.e., hostility) and prosocial behaviors.
Because there is substantial comorbidity between these two problems, WHI should focus on
improving staff members’ ability to manage aggression and to utilize evidence-based
interventions for externalizing problems. Still, it is likely that the improvements seen in the
residential clients, over a wide range of psychosocial domains, during the course of residential
care is due to their provision of comprehensive services.
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Reintegration Outcomes. Based on the evidence available, the TIP-RC Project has been
somewhat effective in successfully reintegrating VoT in the Sierra Leone community, even
though these results are mixed. The TIP-RC reported only losing contact with approximately 3%
of their reintegrated clients (before discharge from the program) over the course of the entire
project, which suggests that probably few reintegrated clients have been re-trafficked during the
standard 12-month follow-up period after reintegration. The majority of the TIP-RC clients
demonstrated good reintegration outcomes (i.e., low rates of mental symptoms and few problems
related to psychosocial functioning) approximately 8 months after reintegration into normal
Sierra Leone community life for the following areas: (a) exploitation risk factors related to
physical health and community risk factors; (b) family acceptance and support; (¢) community
acceptance; and (d) psychosocial adjustment related to externalizing symptoms, prosocial
behaviors, self-confidence, spiritual resources, and coping skills. Yet, moderate to high rates of
family risk factors were identified for 25% of the reintegrated clients, whereas 39% of the
reintegrated clients showed moderate to high rates of poor educational or vocational functioning
after being reintegrated for approximately 8 months. Moreover, between 24%-35% of all
reintegrated clients demonstrated moderate to high rates of trauma-related symptoms,
internalizing problems (i.e., depression and anxiety), and problematic self-protection skills. In
comparison to residential care, reintegrated clients also experienced more psychological distress
and poorer psychosocial functioning in these areas after living in normal Sierra Leone
community life for approximately 8 months. Some of the poor reintegration outcomes for family
risk factors, educational functioning (due to being unable to pay for school fees), and
psychosocial adjustment could be related to the high rates of economic insecurity in the post-
reintegration families; thus, improving their reintegration support packages, especially the
income generating projects, could have the biggest impact on further improving the project’s
reintegration outcomes.

RECOMMENDATIONS

This evaluation’s overarching recommendation is to continue the TIP-RC Project due to its
successful results in a challenging environment. The following recommendations are offered to
WHI to improve the model of services at the TIP-RC:

Develop a Sustainability Plan. It is recommended that WHI develop a plan to obtain
sustainable funding for the TIP-RC Project.

Improve Record Keeping. The TIP-RC staff members need to improve their ability to
document all clinical services in a timely fashion. It is recommended that all documentation
policies and practices be updated and streamlined, and then WHI should use regular chart audits
to hold staff members accountable for these policies.

Strengthen Data-Based Decision Making Practices. TIP-RC’s operating procedures should be
modified to improve their ability to use data to monitor the effectiveness of interventions at both
an individual and a programmatic level.

Build Additional Staff Capacity. The TIP-RC staff members need to be trained and supervised
on using evidence-based interventions to reduce externalizing problems in the clientele.
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Develop Additional Collaborative Partnerships. WHI needs to prioritize the development of
collaborative partnerships with local organizations that provide the following services: (a) legal
aid services; (b) vocational training; (c) community-based support services for children; and (d)
micro-finance and business support for the income generating projects.

Improve Vocational Training. WHI should employ a VVocational Coordinator who can teach a
marketable vocational skill for the Sierra Leone context and provide training on general business
skills.

Strengthen Reintegration Support Packages. WHI should increase the size of the income
generating projects, for at least the most economically insecure families, and provide additional
training to the TIP-RC Social Workers on how to develop and support effective income
generating projects for these families.

Continue Advocating and Training on TIP Issues. WHI should continue advocating and
training on TIP-related issues to the GOSL and partner organizations to further improve accurate
victim identification and the consistent use of the TIP national referral mechanism.

LESSONS LEARNED

The following lessons learned and promising practices have been identified to inform J/TIP’s
decisions regarding the future design, implementation, and funding of comprehensive aftercare
services for child trafficking victims:

Program Design. More effective outcomes are likely to be obtained when program designs
include the following:

1. Strong referral services, including outreach trainings and advocacy for TIP-related issues;

2. Comprehensive service provision aimed at stabilizing and recovering clients, including

residential care, physical health care, mental health care, chemical dependency treatment,
education, vocational training, life skills education, and legal support;

3. Comprehensive reintegration support services, including (a) assessing and preparing
clients, families, and communities for reintegration; (b) identifying reintegration
protective factors and mitigating reintegration risk factors for clients, families, and
communities; (c) utilizing adequate economic assistance strategies to help families obtain
a sustainable income; (d) developing reintegration plans based on the best interest of
clients and utilizing alternative care placements only if risk factors cannot be sufficiently
reduced; and (e) implementing regular monitoring practices (e.g., phone calls and
community-based follow-up visits) and providing any necessary post-reintegration
interventions for at least 12 months after reintegration;

Appropriate staffing levels using professionally qualified service providers;

Systematic strategies to build staff capacity when operating in low resourced countries

that have few professionally trained human service providers;

6. Effective monitoring and evaluation procedures, including evidence that staff members
will routinely collect and analyze various forms of culturally and clinically relevant data

ok~
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to identify problems, to inform decision making about interventions, and to monitor
intervention effectiveness at both a client-level and a program-level;
7. Plans to obtain long-term sustainable program funding.

Project Implementation. Multidisciplinary and collaborative partnerships are usually necessary
to provide high quality comprehensive aftercare services while controlling for program costs.
Yet, it usually takes time and strong relationship building skills to establish these partnerships.
Therefore, priority should be given to fund organizations that are well networked in a region or
can demonstrate a proven track-record in establishing collaborative partnerships.

Funding. When programs operate in countries with limited affordable legal services, they will
need additional funding to provide effective legal support for their clients in order to promote
increased convictions of TIP perpetrators. Also, providing high quality comprehensive aftercare
services to child trafficking victims is expensive. Until more research is conducted to determine
what level of aftercare services are needed to obtain successful reintegration outcomes in this
population, comprehensive services should be considered the gold standard.
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1.0 INTRODUCTION & METHODOLOGY
11 EVALUATION PURPOSE

World Hope International (WHI), both individually and as part of the Faith Alliance Against
Slavery and Trafficking (FAAST), has implemented anti-trafficking efforts in Sierra Leone since
2004 when it received a grant from the United States Department of State’s Office to Monitor
and Combat Trafficking in Persons (J/TIP). Their initial project was focused on trafficking in
persons (TIP) prevention, including increasing community awareness of TIP, establishing
Village Parent Groups (VGP) throughout the country, developing referral mechanisms, and
linking various entities to combat TIP. In 2008, WHI expanded the program to include the Rapid
Response Project because of the increased identification of victims of trafficking (VoT) due to
their TIP Prevention Program. Rapid Response provided case management services to meet the
immediate needs of identified victims, but it became clear during the course of this project that
there was not adequate or appropriate residential care for VoT in Sierra Leone. In addition, the
limits of this project highlighted the need for more comprehensive aftercare services in order to
adequately protect and assist VoT as well as to prevent future exploitation.

Because Sierra Leone did not have any specialized residential care or comprehensive
aftercare services for VoT, WHI initiated the Trafficking in Persons — Recovery Centre (TIP-
RC) in Freetown, Sierra Leone in March 2012 as a pilot project, using funding from J/TIP.
The TIP-RC provides holistic and comprehensive aftercare services to primarily female child
trafficking victims in Sierra Leone by providing: (a) safe residential care for approximately 6
months; (b) short-term clinical care that addresses survivors’ physical health, mental health,
and social needs; (c) legal support; and (d) reintegration support and case management
services. The ultimate goal of these services is to support the recovery and successful
reintegration of VoT into the Sierra Leone community. The TIP-RC Project also provides
outreach trainings and advocacy on human trafficking issues with the intended pupose of
strengthening sustainable systems and infrastructure that combat TIP in Sierra Leone.

At the conclusion of the 1-year long pilot project, a third-party program evaluation was
undertaken by this evaluator, which determined that the TIP-RC program model was providing
quality clinical care to VoT (Barnett, 2013). This evaluation also provided the TIP-RC with the
Clinical Care Assessment Tool (CCAT) and the Post-Reintegration Assessment Tool (PRAT) in
order to measure outcomes of this project, which WHI implemented in their standard operating
procedure in August 2014. However, the implementation of the TIP-RC Project was limited for
nearly a year during the Ebola epidemic in West Africa, also starting in August 2014. The project
temporarily closed in July 2015 due to a lapse in funding, but it was re-initiated in October 2015.

As an extension of the 2013 evaluation, J/TIP contracted this evaluator to conduct another
third-party program evaluation of the TIP-RC Project, primarily focusing on the period since
October 2015, in order: (a) to assess implementation outputs not addressed in the original
evaluation, and (b) to measure the expected outcomes of this project, including data collected
from the previously developed client assessment tools. The goals of this evaluation project
are: (a) to provide recommendations to WHI to improve their model of services, and (b) to
provide recommendations to J/TIP to inform their decisions regarding the future design,
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implementation, and funding of effective comprehensive aftercare programs for survivors of
human trafficking (see Annexes 1 and 2 for Statement of Work and Disclosure of Conflict of
Interest).

1.2 EVALUATION QUESTIONS

This evaluation has six evaluation questions organized under two primary objectives:
a. Assess externally-focused implementation outputs of the TIP-RC program model:
1. How does cooperation with partner organizations contribute to this model of
services?
2. How do referral and screening procedures used to identify and admit beneficiaries
to the TIP-RC contribute to or undermine implementation of this program model?
3. How do reintegration services contribute to or undermine implementation of this
program model?
b. Assess expected outcomes of the TIP-RC program model:
1. How effective has WHI been in building staff capacity at the TIP-RC?
2. How effective has the TIP-RC been in achieving stabilization and recovery of
survivors?
3. How effective has the TIP-RC been in achieving successful reintegration of
survivors in the Sierra Leone community?

1.3 EVALUATION METHODOLOGY

To answer the evaluation questions, a broad range of qualitative and quantitative data was
collected to inform the evaluation’s conclusions, recommendations, and lessons learned. The
evaluation was compromised of five main components: (a) a literature review on human
trafficking and other related issues, (b) a desk review of documentation, (c) semi-structured
interviews, (d) direct observations, and (e) case file analyses. A comprehensive evaluation design
matrix was developed to link the methodology and data collection procedures with the evaluation
questions (see Annex 3). In-country fieldwork was conducted between June 4, 2016 and June 18,
2016.

Literature Review

An initial literature review was conducted prior to commencing the field research, with
additional resources reviewed following the field research. Very little research exists on human
trafficking issues related to Sierra Leone or West Africa. Therefore, the human trafficking
literature from other global regions was consulted, with a special focus placed on the aftercare
service delivery literature and the child trafficking literature. As a means to supplement the
limited literature on reintegration outcomes for VoT, especially in the African context, the
literature on reintegrated former child soldiers in Sierra Leone was also reviewed. See the
reference section for a full list of resources.

Desk Review of Documentation

Information gathering also included a desk review of all the below documentation: (a) grant
documents and progress reports; (b) all TIP-RC policy, procedures, and forms (e.g., child
protection policy, job descriptions, case file documentation, and the TIP Assessment Tool); and
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(c) training materials and curriculum (e.g., caregiver training manuel, first aid arts curriculum,
and service providers training of the trainers manual). In addition, the following documents from
the Government of Sierra Leone (GOSL) were reviewed: the Anti-Human Trafficking Act of
2005 and the National Referral Protocol on Gender Based Violence.

Semi-Structured Interviews

The evaluator conducted semi-structured interviews with WHI employees and key informants at
partner organizations. An interview guide was developed to obtain primary data regarding the
research questions (see Annex 4). Although it addressed all the key research questions, it was not
exhaustive and additional clarifying questions were asked. Also, only appropriate sections of the
interview guide were utilized based on the respondent’s job description or expertise (see Annex 5
for the Interview Guide Matix).

The following staff members of the TIP-RC were interviewed: Shelter Manager, Trauma Care &
Protection Specialist (TCPS), 2 Counselors, 2 Social Workers, Nurse, Teacher, and 2 House
Parents. In addition, semi-structured interviews were conducted with two additional WHI staff
members in Sierra Leone: WHI Anti-Trafficking Technical Advisor and WHI TIP Prevention
Director. Other participants in the semi-structured interviews included key informants at partner
organizations, including the Family Support Unit (FSU) in the Sierra Leone police (SLP),
Ministry of Social Welfare, Gender, and Children’s Affairs (MSWGCA), Aberdeen Women’s
Centre (AWC), Rainbo Initiatives, Word Made Flesh (WMF), and two Village Parent Groups
(VPG).

Direct Observations

Direct observations of the TIP-RC staff members engaged in their normal job responsibilities
were used to triangulate information from the semi-structured interviews and the desk review of
program documentation. The focus of the observations was on the general patterns of interaction
and functioning of the TIP-RC staff members, not on individual employees or clients. The
evaluator completed a recording sheet for each activity observed (see Annex 6), which was based
off of Johnson’s (2012) list of recommended professional staff behaviors for effective aftercare
service delivery. The following shelter activities at the TIP-RC were observed by the evaluator:
one meal, one life skills training session, one activity session, one vocational session, one
educational session, and one first aid arts session. The evaluator also observed one social worker
follow-up training with the FSU and three regularly scheduled TIP-RC staff meetings (i.e.,
management team meeting, case management team meeting, and the house parent meeting).

Case File Analyses

The evaluator obtained primary data about the demographic characteristics of all previous TIP-
RC clients from WHI’s Data Sheet. For clients admitted since October 2015, more detailed
demographic information was obtained from the case registration forms included in the case
files. Additionally, a chart review was conducted on 8 randomly chosen case files (5 reintegrated
clients and 3 residential clients) to audit accurate documentation. The treatment plans and the
reintegration plans in each of these case files were also evaluated according to a chart review
rubric (see Annex 7). The chart review rubric was adapted from Hunley and McNamara’s (2010)
case study rubric, and it was partially based on the recommended practices for treatment plans
and reintegration plans in the aftercare service delivery literature (see Clawson, Salomon, &
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Grace, 2008; Grant & Hudlin, 2007; Macy & Johns, 2011; Muraya & Fry, 2016; Williamson,
Dutch, & Clawson, 2010).

Additional archival data used in this evaluation included the following client assessment data
found in the case files: (a) the CCAT, which is supposed to be administered three times to all
clients while in the shelter (i.e., baseline, midpoint, and endpoint administrations); and (b) the
PRAT, which is supposed to be administered to all reintegrated clients 9-months after
reintegration (see Annexes 8 and 9). The CCAT and PRAT were developed specifically for the
TIP-RC Project based on a literature review of the factors affecting reintegration outcomes and
the qualitative data from the 2013 TIP-RC Evaluation (Barnett, 2013). They were designed not
only to collect outcome data for the TIP-RC Project, but also to provide the clinical staff
members with measurable data about client functioning in order to improve the development and
implementation of treatment plans and reintegration plans. Thus, the format of the assessment
tools was designed to be easily accessible for para-professionals to interpret (which is the typical
service provider-level in a low resourced country).

Both the CCAT and PRAT record self-reported data from clients and clinical observations from
Counselors/Social Workers; therefore, there is a client version and clinician version for each
instrument. Due to the low rates of adequate literacy in the TIP-RC clientele, the client versions
were administered to the clients by their assigned clinician. As per the recommendations of the
2013 TIP-RC Evaluation (Barnett, 2013), both instruments were supposed to be translated into
Krio, but this recommendation was not followed by WHI. Thus, the clinicians interpreted each
item of the client versions of the CCAT and PRAT as they administered them to non-English
speaking clients. It is also important to note that the wording on the all the scales were based on
Sierra Leone English, not American English (e.g., CCAT-Client Item 8 used the word
“conscious” to measure “on guard”).

The CCAT and PRAT include adapted items (based on feedback from the TIP-RC clinical staff)
from the Oxford Measure of Psychosocial Adjustment (MacMullin & Loughry, 2004), and the
PTSD-8 (Hansen et al., 2010). The Oxford Measure of Psychosocial Adjustment was validated to
assess culturally relevant indicators of psychosocial adjustment in former child soldier in Sierra
Leone and Northern Uganda, and it was designed to evaluate the outcomes for reintegration
programs for child soldiers. Betancourt, Brennan, Rubin-Smith, Fitzmaurice, and Gilman (2010)
used a 46-item version of this inventory in their prospective longitudinal study on the
reintegration outcomes of former child soldiers in Sierra Leone. They found it had sound
reliability and validity, including strong correlations with standard measures of psychological
problems commonly used with war-affected youth (i.e., the Child Posttraumatic Stress Disorder
Reaction Index and the 25-item Hopkins Symptom Checklist). The items in the following scales
on the CCAT and PRAT are based heavily on the corresponding scales from the Oxford Measure
of Psychosocial Adjustment: Anxiety & Depression, Hostility, Prosocial Behavior, and
Confidence. The Trauma scale in both the CCAT and PRAT includes items adapted from the
PTSD-8, which was derived from the Harvard Trauma Questionnaire (HTQ) and it has shown
acceptable performance compared to longer PTSD screening tools.

In addition, the following CCAT and PRAT scales are based on scaled and adapted items from
the TIP-RC’s child risk assessment form and family and community risk assessment form:

Program Evaluation of TIP-RC 11



Physical Health, Educational/VVocational Functioning, Coping Skills, Self-Protection Skills,
Family Risk Factors, and Community Risk Factors. Based on WHI’s experience providing
aftercare services to VoT in Cambodia and Sierra Leone, these scales measure variables that they
have found to be useful in determining the protective factors and risk factors that affect
reintegration outcomes. Also, since WHI is a faith-based organization, the CCAT and PRAT’s
Spirituality scale was added based on recommendations by WHI to determine how the TIP-RC
Project affects clients’ spiritual coping regarding their traumatic experiences. Lastly, the Family
Acceptance and the Community Acceptance scales in the PRAT were based on adapted items
from Betancourt, Brennan et al. (2010), which were used to measure similar constructs in
reintegrated former child soldiers in Sierra Leone.

Table 1 lists the reliability coefficients (Cronbach alphas) for the baseline CCAT scales and the
PRAT scales for the present study. The majority of the scales showed acceptable levels of
reliability, although items were removed from some scales to obtain stronger reliability
coefficients, as indicated in Table 1. However, some scales demonstrated only marginal levels
of reliability, which could be partially related to the small sample size used in this study. Also,
the Prosocial Behavior, Spirituality, Coping Skills, and Self-Protection Skills scales obtained
higher reliability coefficients on the PRAT than the CCAT, even though both versions contain
the same items. This may indicate that these scales measure factors that are more relevant in
Sierra Leonean community life than residential care. However, because the goal of residential
care at the TIP-RC is to prepare clients to be reintegrated into normal community life, it makes
sense that it is important to assess these factors while clients are still in residential care.
However, the Physical Health scale was not used in any statistical analyses due to its
unacceptable levels of reliability. Instead, Item 1 from the CCAT-Clinician and PRAT-Clinician
was used to measure physical health problems. Also, Table 1 indicates the CCAT and PRAT
scales that were reversed scored; therefore, higher scores on all the scales indicate a higher
frequency of symptoms or more serious problems. The statistical procedures used to analyze the
CCAT and PRAT data will be discussed in Sections 3.5 and 3.6 of this report.

Plan for Human Subject Protections

The research protocol for this study was approved by the Institutional Review Board (IRB) at the
evaluator’s primary institutional affiliation (Roberts Wesleyan College) for human subject
protections. No data was collected until the IRB approved this project. The evaluator obtained
informed consent from all the participants who were involved in the semi-structured interviews
and direct observations (see Annex 10 and 11 for the informed consent forms). Participation in
the semi-structured interviews was voluntary, and participants could refuse to answer any
questions or stop at any time without penalty. Because WHI values the potential benefits of this
evaluation project in regards to improved clinical care, participation in the direct observations of
staff members’ normal job responsibilities was not voluntary. However, WHI employees were
informed that the data collected would not be used for employee performance reviews or other
employment-related issues.

All collected data, including interview notes, direct observations recording sheets, archival data,
and program documentation, remain strictly confidential. No identifying information was
collected in this project, and all findings are reported in aggregate form with no identifying
information. All archival data was coded using client ID numbers. In addition, all collected data
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is stored in a locked cabinet or a password protected computer in the evaluator’s office. Only this
evaluator has access to the data.

Table 1

Reliability Coefficients and Reverse Scoring for CCAT and PRAT Scales

CCAT PRAT Scale
Reversed

Scales o o Scored
Trauma .80 .67
Anxiety & Depression .86 81
Hostility .89 .84
Prosocial Behavior? 50 .90 Yes
Confidence” 51 54 Yes
Spirituality 48 .78 Yes
Physical Health -11 --¢
Educational/Vocational Functioning .93 .96
Coping Skills .63 A7
Self-Protection Skills 51 7
Family Acceptance & Support © 71 Yes
Community Acceptance d 49 Yes
Family Risk Factors 12
Community Risk Factors 1.00

% Items 44 and 53 from the CCAT-Client and PRAT-Client were removed.
b Jtem 59 from the CCAT-Client and PRAT-Client was removed.

¢ Item 65 from the PRAT-Client was removed.

d1tem 73 from the PRAT-Client was removed.

¢ The Cronbach alpha could not be computed due to the lack of variance.
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14 EVALUATION LIMITATIONS

This evaluation study establishes the level of outcomes for the TIP-RC Project in regards to building
staff capacity, achieving the stabilization and recovery of VoT, and successfully reintegrating VoT
in the Sierra Leone community. However, because this study used a non-experimental design to
evaluate this project, definitive causal relationships cannot be established between program inputs,
outputs, and outcomes. Therefore, all findings about what factors contribute to the outcomes must be
considered as suggestive, rather than conclusive. The lack of an experimental design is an inherent
difficulty in studying human trafficking aftercare services because of the ethical limitations of
randomly assigning identified victims to controls groups (i.e., providing them with no treatment or
support services). In addition, due to the paucity of research on reintegration outcomes (Barnett,
2013) and the limited number of program evaluations for human trafficking aftercare programs
(Potocky, 2010; Rafferty, 2013), there are no established norms of effective outcomes for trafficking
victim assistance programs. This limits the ability to compare the results of this evaluation to
established criteria of aftercare outcomes.

Another limitation of this study is that the robustness of the outcome data collected via the CCAT
and PRAT has been negatively affected by the lack of fidelity during administration procedures. For
example, TIP-RC staff members did not consistently administer both the CCAT-Client and CCAT-
Clinician at all three administration periods to all clients, making the data set incomplete and
reducing the power of the statistical analyses completed. Also, the validity and reliability of the
CCAT and PRAT could be negatively impacted by the lack of a standard Krio translation of the
assessment tools. The internal consistency of the Physical Health scale, Confidence scale, and
Community Acceptance scales were weak, so these scales need to be augmented with other
questions or different measurements for future research studies. It is also important to note that due
to using self-report measures, the potential biases of the respondents could affect the outcome data.
Given these issues as well as the small sample size of the data collected, the findings from the CCAT
and PRAT should be considered as exploratory and not as authoritative.

Although interviewing the TIP-RC clients could have provided beneficial information, this
option was not utilized due to the fact that all the clients are traumatized individuals, who are
mostly minors, in a vulnerable position. It would be difficult for clients, especially children, to
give accurate perceptions of the TIP-RC while still receiving residential care or reintegration
support services from WHI (Brunovski & Surtees, 2010). It is also only recommended to use
direct methods (e.g., interviews) to collect research data with minors in international settings, if
the necessary information is not available through other data sources (Schenk & Williamson,
2005). However, for this evaluation project, the necessary data to answer the research questions
were available through other means, including the information obtained from the case file
analyses. Moreover, only interviewing adult clients who have been fully discharged from the
program would have provided a small, non-representative sample of the clientele. Because
interviewing adult female trafficking survivors has the potential to increase the likelihood of
physical or psychological harm, including possible re-traumatization (Brunovski & Surtees,
2010; Zimmerman, 2003), it was determined that the benefits of interviewing TIP-RC clients did
not outweigh the possible limitations and risk factors. In addition, in order to protect client
confidentiality and the safety of the therapeutic process, individual counseling sessions were not
directly observed during the field research.

Program Evaluation of TIP-RC 14



2.0 BACKGROUND
2.1 BACKGROUND ON TIP IN SIERRA LEONE

According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra
Leone is a source and destination country for TIP. Men, women, and children are most
commonly trafficked from rural areas to urban areas for the purpose of exploitation in forced
labor (e.g., in mining, fishing, or agricultural sectors as well as petty trading and begging),
domestic servitude, prostitution, and forced marriages. There is evidence that transnational
trafficking to and from Sierra Leone has recently increased (U.S. Department of State, 2016).
There are reports that Sierra Leoneans have been trafficked to other West African, European, and
Middle Eastern countries, whereas Sierra Leone has been a destination country for individuals
trafficked from Asia and other African countries, especially from West Africa. Key informants
for the current evaluation reported that Guinea may be a common transit country for Sierra
Leoneans being trafficked to other West African countries. Rates of human trafficking in Sierra
Leone are unknown because data collect on TIP issues are weak (Surtees, 2005; United Nations
Children’s Fund, 2005; U.S. Department of State, 2016).

There has been little research conducted on human trafficking in Sierra Leone, besides a
preliminary assessment of child trafficking in 2005, which found that child trafficking was a
common occurrence in Sierra Leone (Surtees, 2005). At the time of this assessment, child
trafficking primarily involved internal trafficking from rural to urban areas for the purpose of
forced labor (e.g., domestic work, mining, fishing, and agriculture) or sexual exploitation (e.g.,
sexual servitude and prostitution). Surtees found that one of the most common forms of child
trafficking in Sierra Leone involved rural children being trafficked to urban areas to perform
domestic labor in exploitative conditions, often involving neglect, physical abuse, or sexual
violence. Frequently, the perpetrators are family members who deceive the children or their
parents with the promise of educational opportunities.

2.1.1 Causesof TIP in Sierra Leone

Human trafficking in Africa has been attributed to high rates of poverty, which are exacerbated
by a cultural climate that often tolerates a high prevalence of gender discrimination and gender-
based violence (UNICEF, 2005). According to Sawadogo (2012), transnational human
trafficking in West Africa is due to two main causes: socio-economic factors and politico-
institutional factors. Socio-economic factors include . . . limited economic alternatives,
disparate socio-economic conditions, regional imbalances, feminization of poverty,
discrimination against women, patriarchal socio-cultural structures, lack of social supports for
single mothers, shortage of employment and professional opportunities, and the universal greed
for money and power” (Sawadogo, 2012, p. 102). These factors are exacerbated by high rates of
illiteracy and the lack of awareness about human trafficking in West Africa. Politico-institutional
factors related to transnational human trafficking in West Africa include the lack of anti-
trafficking laws, limited enforcement of these laws, the lack of political will, insufficient
expertise by authorities to combat TIP, widespread political corruption, porous borders, poor
inter-country information sharing, and the absence of reliable data on TIP.
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Surtees (2005) noted that the causes of TIP in Sierra Leone are similar to other countries,
including “. . . economic causes (poverty and material aspirations), political and legal factors
(war, corruption, porous borders), cultural factors (normative migration, child labour, early
marriage, etc.), social condition (limited education, violence in the home) and individual
characteristics (rebellion and peer influence)” (p. 4). According to the 2015 Human Development
Report (United Nations Development Programme, 2015), Sierra Leone is listed as having low
levels of human development and is ranked 181™ out of 188 countries. Therefore, TIP in Sierra
Leone is exacerbated by the following development indicators: (a) high levels of poverty; (b) low
levels of educational attainment; (c) grossly inadequate educational, medical, and social systems;
and (d) poorly resourced and ineffective government services. Moreover, the common cultural
practice of mend pikin (i.e., children being fostered out and raised by someone other than their
biological parents in order to secure better education or work opportunities) often allows parents
to cope with these low development indicators, but it also contributes to child trafficking. Child
fostering can mask exploitation and contribute to the use of deception during trafficking acts,
especially since the general population has limited awareness about both TIP and the risks of
mend pikin (Doherty, 2012; Sawadogo, 2012; Surtees, 2005). In addition, the lack of legal
documentation, due to the low rates of birth registration in Sierra Leone, makes transnational
trafficking easier to accomplish (Doherty, 2012; UNICEF, 2005).

2.1.2 Government Efforts to Combat TIP

According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra
Leone is currently listed as Tier 2 country; the Government of Sierra Leone (GOSL) has made
efforts to eliminate TIP, even though it does not fully meet the minimum standards set by the
Trafficking Victims Protection Act (TVPA). The GOSL sustained modest efforts in the areas of
prevention, protection, and prosecution of human trafficking. Although the Anti-Human
Trafficking Act of 2005 prohibits all forms of human trafficking in Sierra Leone, its penalties are
not sufficiently stringent. Moreover, the prosecution of human trafficking cases is very low in
Sierra Leone, and key informants stated that there has only been one trafficking conviction since
the law was enacted in 2005. There are problematic systemic issues in the judiciary, including
procedural inefficiencies and corruption. Also, all sectors of society, including government social
workers, police officers, and prosecutors, need more training and education on TIP-related
issues. Therefore, victim identification and data collection remain problematic, even though the
TIP National Task Force recently implemented a national referral mechanism. Also, the GOSL
provides limited victim assistance and legal representation to identified victims. However, it does
not provide any funding to non-governmental organizations (NGO) providing victim assistance.
Surtees (2005) noted that the GOSL lacks sufficient structure, resources, or capacity to
effectively implement anti-trafficking efforts; therefore, anti-trafficking work is mostly
conducted by NGOs in Sierra Leone with little or no government funding.

2.2 BACKGROUND ON THE TIP-RC PROJECT

WHI is a faith-based, relief and development NGO founded in 1996. Its main headquarters are in
Alexandria, VA, and it operates in 15 countries around the world. WHI began working in Sierra

Leone in 1997 to provide war relief in response to the Sierra Leone civil war. WHI partners with
the Wesleyan Church in Sierra Leone to provide relief and development programs. In 2004, WHI
began combatting human trafficking in Sierra Leone as part of the FAITH consortium, which
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then changed to the FAAST consortium. WHI and World Relief were the only FAAST
implementing partners in Sierra Leone until World Relief pulled out of the country in 2008.
Since then, WHI has been the only NGO combatting human trafficking in Sierra Leone.

From 2004-2008, FAAST’s anti-trafficking projects were focused primarily on prevention,
including public awareness compaigns and advocating on TIP-related issues with the GOSL.
During this time period, FAAST started the VPGs, which are community groups comprised of
community stakeholders who provide education on TIP, gender-based violence (GBV), and
forced labor in their local communities. They are also trained in victim identification, basic
victim assistance, and legal advocacy, including police and court monitoring. Each VPG is
essentially self-supporting through the use of income generating projects. Currently, VPGs are
located in 58 different Sierra Leonean communities.

From 2008-2012, WHI developed the Rapid Response Project as a result of the increased
identification of VoT due to their prevention projects. Through this project, social workers
provided case management services to meet the immediate needs (e.g., clothing, food, medical
care, and referrals for residential care) of identified victims. According to key informants, it
became clear to WHI and the VPGs that the residential care available at that time was not
adequate or appropriate for the needs of VoT. Residential care was primarily available at shelters
for street children or orphanages, which often provided low quality of care due to limited
enforcement of residential care guidelines by the GOSL. Housing VoT with other vulnerable
populations, including street children, is problematic, and it is not a recommended practice for
trafficking victim assistance programs (Macy & Johns, 2011). Moreover, because the identified
victims in the Rapid Response Project did not receive any trauma care or reintegration support
services at these alternative care placements, the VPGs were concerned about the high rates of
poor reintegration outcomes and they began advocating for WHI to start a shelter. In short, the
need for a specialized TIP shelter in Sierra Leone stemmed from the success of WHI’s TIP
Prevention Program and the resulting increase in identified victims as well as the lack of
appropriate aftercare services in Sierra Leone.

WHI secured funding from J/TIP to start the TIP-RC Project, and the shelter began operating in
May 2012. It operated under normal capacity until August 1, 2014 when a National State of
Emergency was declared due to the Ebola epidemic in West Africa. The TIP-RC then halted all
new residential admissions to prevent the spread of Ebola into the shelter, and they also delayed
all further reintegrations due to Ebola-related travel restrictions. Normal activities slowly started
back up in February 2015 as government travel restrictions were relaxed. However, all
residential clients were reintegrated by July 2015, regardless of the course of their treatment,
because the shelter closed for 3 months due to a lapse in funding. In October 2015, the shelter
was reopened after WHI secured a 1-year cost extension grant from J/TIP. Also, it is important to
note that the WHI’s TIP Prevention Program is not currently funded; thus, the TIP-RC Project is
currently the only funded anti-trafficking project in Sierra Leone.

2.2.1 Project Goals and Logic Model

The primary goal of the TIP-RC Project is to provide holistic and comprehensive care to human
trafficking survivors in order to support their recovery and successful reintegration into the
Sierra Leone community. Another goal of the project is to strengthen systems and infrastructure
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in order to develop a sustainable approach to combatting TIP in Sierra Leone. Annex 12 contains
a logic model of the TIP-RC Project. It identifies the main assumptions and external factors
affecting the program design, and it also explains the relationship between program inputs (e.g.,
resources used to generate program activities), outputs (i.e., program activities and participants),
and outcomes. The TIP-RC program design is based on a victim-centered approach. “A victim-
centered approach provides a systematic focus on the individual’s needs and concerns to ensure
compassionate and sensitive delivery of services in a nonjudgmental manner” (Alvarez & Canas-
Moreira, 2015, p. 2). Also, WHI believes it is paramount to meet international standards for
trafficking victim assistance programs, including utilizing quality child protection practices,
while also contextualizing the service delivery model for the Sierra Leone context. The program
design also emphasizes collaborating with implementing partners to provide comprehensive care.
According to a WHI respondent, “we cannot do this work alone and we need to do this in
collaboration with other NGOs and government agencies.” Lastly, the clinical treatment model
utilized in the TIP-RC Project emphasizes the importance of the therapeutic relationship in the
recovery process for trafficking survivors. One clinical staff member stated, “We believe people
are harmed in relationships and are healed in relationships.”

2.2.2 Facilities

Administrative support for the TIP-RC Project is located in WHI’s main office in Freetown,
whereas residential care is provided in a large house within a walled compound in a residential
neighborhood in the Freetown area. The shelter is located at an undisclosed location due to
confidentiality and safety issues, while a security guard is located on premises at all times. The
aftercare service delivery literature recommends that residential care for child trafficking
survivors should be provided in a safe, secure, and developmentally appropriate shelter (Macy &
Johns, 2011; Muraya & Fry, 2016). The residential care provided by the TIP-RC Project meets
this standard as evidenced by: (a) the shelter is sufficient in size for its operating capacity; (b)
rooms are equipped with basic, yet appropriate furniture and toys; (c) sleeping areas are
separated based on age; and (d) a large courtyard provides an outdoor play space for children
(Barnett, 2013). In addition, the shelter contains a private counseling office with adequate play
therapy supplies and also a basic classroom with desks and chalkboards. A staff meeting area and
an office are contained in a separate building on the compound. Originally, the shelter did not
have running water (Barnett, 2013), but this problem has since been remedied. In addition, the
shelter has a generator to provide electricity due to the unreliability of electricity in Sierra Leone.
This evaluation concurs with the 2013 TIP-RC evaluation that, “Overall, the shelter is clean and
well organized, offering a pleasant and comfortable living situation” (Barnett, 2013, p. 16).

2.2.3 Characteristics of the Staff

The current composition of the TIP-RC staff includes: 1 Shelter Manager, 1 Trauma Care and
Protection Specialist (TCPS), 2 Social Workers, 2 Counselors, 1 Teacher, 1 Nurse, 10 House
Parents, 2 on-call House Parents, 2 Cooks, 2 Drivers, 1 Cleaner, 4 Security Guards, and 1
Bookkeeper. The Shelter Manager is responsible for all program operations, and the TCPS is in
charge of overseeing the clinical care provided at the TIP-RC Project. Thus, the Shelter Manager
provides managerial supervision for all staff members, whereas the TCPS provides clinical
supervision to the clinical staff members (i.e., social workers and counselors) and provides
training and coaching to build staff capacity. The Shelter Manager and TCPS report directly to
the Vice President of Programs at WHI’s main headquarters, but they also report in-country to
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the Sierra Leone Country Director. The Country Director provides managerial support, including
advice and support for day-to-day issues, whereas the Vice President of Programs provides more
support in regards to project implementation and funding. In addition, the TIP-RC Project
receives additional in-country technical support, especially during management team meetings,
from the WHI Anti-Trafficking Technical Advisor and the WHI TIP Prevention Director, even
though these staff members are supported via other funding sources.

Residential care is primarily provided by the House Parents, which includes 3 House Parent
Team Leaders and an Activities Coordinator. Three House Parents, including one House Parent
Team Leader, are on duty at all times. When the shelter is over-capacity (i.e., more than 20-22
residential clients), 4 House Parents are utilized for each shift to adequately supervise the
additional clients. During business hours, the Nurse, the Teacher, and two Counselors also work
on-site at the shelter and assist with the residential milieu. One Social Worker and one Counselor
are assigned to each case. The Social Workers are stationed at WHI’s main office in Freetown,
although they regularly work in the field since they are primarily responsible for screening
referrals and providing the reintegration support services. The Counselors are responsible for
meeting the psychosocial needs of the residential clients, including providing individual
counseling, group counseling, and life skills training. Both Social Workers and Counselors are
also involved in monitoring reintegrated cases and providing services to non-residential clients.
The caseloads of the clinical staff members are about 10-12 residential clients per staff member
and 30 reintegrated or non-residential clients per staff member. Key informants consistently
stated that the current staffing levels are not sufficient for the Social Workers and Counselors,
especially due to the amount of travel that is necessary for the provision of reintegration support
services and the increased numbers of non-residential clients receiving case management
Services.

All staff members are female, except for one House Parent/Activity Coordinator, the Security
Guards, and the Drivers. Also, all staff members are Sierra Leoneans, except for the TCPS.
Currently, the TCPS is an American mental health counselor who is licensed in Washington
State. The rest of the clinical staff members have some post-secondary education, yet none of
them have a 4-year college degree. This reflects the lack of educational opportunities and the
limited development of the social service field in Sierra Leone, which is common in low
resourced countries (Surtees, 2013). However, both of the Counselors and one of the Social
Workers were trained as mental health interventionists for the Youth Readiness Intervention,
which was a successful evidenced-based group intervention for distressed, war affected youth in
Sierra Leone (Betancourt, McBain, Newnham, et al., 2014; Newnham et al., 2015).

Although the TIP-RC has struggled with recruiting well qualified staff members (see discussion
in Section 2.2.7), it has excellent staff retention in that they have only lost 2 staff members in the
last 3 years. This is an improvement from the 50% staff retention rate during the TIP-RC’s first
year of operation (Barnett, 2013). The initial staff retention problems were related to the
difficulty of finding qualified staff members with a good fit to the program. However, key
informants believe another important reason for the improvement is the intentional development
of a team-based approach marked by collaboration, support, and open communication. These
characteristics were evident during the direct observations of the weekly staff meetings, which
include the management team meeting, the case management team meeting, and the house parent
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meeting. During all three of these meetings, it was clear that staff members had supportive,
collegial relationships with each other, and they used these meeting to collaboratively process
problems and brainstorm solutions.

2.2.4 Admission Criteria

The TIP-RC Project has provided comprehensive aftercare services to mostly female minors,
although they have admitted some young boys and young adult women. From 2012 until the
shelter closed in July 2015, the admission criteria for residential care required one of the
following presenting issues: (a) a victim of human trafficking (as defined by the 2005 Anti-
Human Trafficking Act), or (b) a victim of rape/sexual abuse that is vulnerable to trafficking due
to high levels of trauma, on-going security needs, or unmet medical needs. During this time
period, 52% of the residential clients were VoT, whereas 38% were rape/sexual abuse victims. In
addition, 9% of the residential clients involved other types of trauma cases (e.g., abandoned
children) that did not meet the admission criteria, but were admitted due to their high risk for
death or serious impairment. As per one of the recommendations in the 2013 TIP-RC Evaluation
(Barnett, 2013) and due to J/TIP’s expectation that trafficking victims (or those vulnerable to
trafficking) are the primary beneficiaries of residential care, WHI tightened the admission
criteria for residential care in 2013. Thus, other trauma cases were not admitted to the shelter
after its first year of operation. The TIP-RC also provided case management services for non-
residential clients, including: (a) male VoT between the ages of 10 and 17, and (b) referrals
meeting the admission criteria when the shelter was full and not accepting new residential
clients. During the Ebola period when the shelter was on lockdown from August 2014 until
February 2015, all TIP-RC referrals were provided case management services only.

When the TIP-RC reopened in October 2015, WHI further tightened the admission criteria to
only provide residential care to victims of human trafficking (as defined by the 2005 Anti-
Human Trafficking Act) that are children (i.e., female minors and males under the age of 10) and
young adult women. Still, they will admit suspected human trafficking cases “to be on the safe
side,” according to one respondent. Since the TIP-RC reopened, 93% of the residential clients
have been VoT, whereas 7% have been suspected TIP cases that turned out not to involve
trafficking (e.g., one case involved rape and the other case involved labor exploitation and child
neglect). In addition, the TIP-RC continues to provide case management services for non-
residential clients, which sometimes includes arranging residential care with alternative care
providers. These non-residential clients can include: (a) male VoT between the ages of 10 and
17; (b) female VoT when the shelter is full and unable to accept additional residential clients;
and (c) GBV referrals that are at risk for trafficking. Since the TIP-RC reopened, 89% of non-
residential clients have been male VoT under the age of 18, and 11% have been GBV referrals at
risk for trafficking.

2.2.5 Characteristics of the Clientele

From 2012 until the shelter closed in July 2015, 80 residential clients (63 during the pre-Ebola
period and 21 during the Ebola period) received comprehensive aftercare services at the TIP-RC,
including 77 reintegrated clients and 3 transferred to other service providers. The mean age of
these residential clients was 11, ranging in age from 2 to 23. Females made up 95% of all
residential clients. During the same timeframe, 18 non-residential clients received case
management services, including 4 during the pre-Ebola period and 14 during the Ebola period.
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The mean age of these non-residential clients was 14.5, ranging in age from 3 to 35. The gender
make-up of these non-residential clients included: 50% female, 11% male, and 39% none listed.

From October 2015 until the time of the field research, 37 residential clients have received
comprehensive aftercare services at the TIP-RC, including 12 reintegrated clients and 25 clients
currently in residential care. During the same timeframe, 19 non-residential clients received case
management services, including 18 that are currently receiving residential care at alternative care
providers. During the course of the field research, the TIP-RC received 17 new referrals,
including 7 of the 37 residential clients and 10 of the 19 non-residential clients. Note that these
17 cases were not included in the below descriptive statistics because their case registration
forms were still in process of being completed at the conclusion of the field research. The mean
age of the residential clients (n = 30) is 13.1, ranging in age from 6 to 25. Additional detailed
information about the residential clients’ demographic information is included in Table 2.

For trafficking clients in residential care (n = 28), the mean total time spent in trafficking was
13.8 months, ranging from 2 days to 9 years. Table 3 lists more detailed information about these
trafficking clients. For 8 of the trafficking cases, the clients were intercepted while in transit
before the intended exploitation occurred. These cases are routinely admitted to the shelter to
prevent spontaneous reintegrations (i.e., reunification with family members without adequate
assessment of family and community risk factors) and to minimize the risk of re-trafficking.
According to key informants and Surtees (2005), family members or community members are
often the perpetrators of human trafficking in Sierra Leone, which is also seen in the TIP-RC
cases. The use of deception about the promise of education for minors or job opportunities for
adults is the most commonly used trafficking means for the TIP-RC clientele. From 2013-2016,
about 75% of the trafficking clients in residential care were victims of labor trafficking, with the
vast majority experiencing domestic servitude, whereas 25% were sex trafficking victims.
However, since the shelter reopened in October 2015, there has been a much higher rate of
clients being victims of labor trafficking, as evident in Table 3. Please note that all information
included in Tables 2-3 was obtained from WHI’s Data Sheet and the case registration forms in
the case files; thus, they only contain information that was known at admission and may not give
the full picture of some of the variables listed.

Since the shelter reopened in October 2015, 12 of the 37 residential clients have been
reintegrated. For these 12 reintegrated cases, the mean length of residential care before
reintegration was 96 days (3.2 months). The range was from 59 days (almost 2 months) to 180
days (6 months). Table 4 breaks down the mean length of residential care at the TIP-RC based on
different operational time periods. As noted in Table 4, during the pre-Ebola timeframe (i.e.,
May 2012 until August 2014), the length of residential care dropped markedly from the first year
of operation (i.e., clients reintegrated by May 2013) to the second year of operation (i.e., clients
reintegrated between June 2013 and July 2014). This could be indicative of improved staff
capacity over time, which resulted in more effective and efficient clinical care, decreasing the
length of residential care needed to stabilize the clients. The length of residential care increased
significantly during the Ebola period (i.e., August 2014 until the shelter closed in July 2015)
because the TIP-RC could not reintegrate clients for at least for 6 months or more due to the
National State of Emergency and the resulting travel restrictions around the country. Since the
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TIP-RC reopened in October 2015, the mean length of residential care has returned to a level that
is comparable to the mean during the 2" year of operation in the pre-Ebola period.

Table 2

Demographic Information for TIP-RC Residential
Clients Since October 2015 (n=30)

Demographic n  Percentage
Gender
Female 30 100%
Age
Age 6-12 15 50%
Age 13-18 11 37%
Age 19-25 4 13%
Nationality
Sierra Leone 27 90%
Kenya 2 7%
Liberia 1 3%

Education Level

No formal schooling 1 3%
Primary school 21 70%
Junior secondary school 4 13%
Senior secondary school 1 3%
Post-secondary education 2 7%
None listed 1 3%
Presenting Issue
Trafficking victim 28 93.3%
Rape victim?® 1 3.3%

Labor exploitation/neglect ® 1 3.3%

Note. The above table does not include cases admitted
during the course of the field research
#Suspected TIP case at admission
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Table 3

Characteristics of the Trafficking Clients in Residential Care Since

October 2015 (n=28)

Characteristic n Percentage
Total Time of Trafficking Event
Less than 1 month 8 29%
1-12 months 15 54%
More than 12 months 4 14%
None listed 1 3%
Type of Trafficking
Internal 13 46%
External ® 15 54%
Trafficking Acts
Recruitment 27 96%
Transportation 25 89%
Harboring 15 54%
Transfer 14 50%
Receipt of Persons 2 7%
Trafficking Means
Deception 25 89%
Minor 24 86%
Abuse of Power 12 43%
Force 4 14%
Threats 2 7%
Coercion 2 7%
Fraud 0 0%
Debt Bondage 0 0%
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Table 3 (continued)

Characteristics of the Trafficking Clients in Residential Care Since
October 2015 (n=28)

Characteristic n Percentage

Trafficking Purpose

Forced Labor or Services 24 86%
Commercial Sexual Exploitation 3 11%
Sexual Servitude 2 7%
Slavery-like Practices 2 7%
Removal of Body Parts 0 0%

Vulnerability Influences
Education 21 75%
Family Pressure” 6 21%
Gender 4 14%
Job Opportunity 3 11%
Domestic Violence 1 4%
Civil Conflict 0 0%
Natural Pressure 0 0%

Other Traumas Experienced During

Trafficking Event
Physical Abuse 7 25%
Rape/Sexual Abuse 3 11%
Movement Restricted 3 11%
Verbal Abuse 1 4%
Neglect 1 4%
Re-trafficked 1 4%
Stigmatized as Demon Possessed 1 4%

Note. The above table does not include cases admitted during the course of
the field research.

#includes cross-border trafficking to Guinea and Lebanon, and cross-border
trafficking from Kenya and Liberia.

®includes parental abandonment, neglect, unplanned pregnancy, etc.
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Table 4

Length of Residential Care Before Reintegration Based on
Operational Time Periods

Operational Time Period n Days Months
Pre-Ebola Period 56 168 5.6
1* Year of Operation 21 182 6.1
2" Year of Operation 35 113 3.7
Ebola Period 21 379 12.6
Post-Ebola Period 12 96 3.2

2.2.6 Intervention Methods

The intervention methods used in the TIP-RC program model include four broad categories: (a)
referral services, (b) shelter services, (c) reintegration services, and (d) legal support. Referral
services involve providing outreach trainings and advocacy on TIP issues to implementing
partners in order to increase victim identification. The TIP-RC Social Workers also screen
referrals, admit appropriate referrals for residential care, and provide case management services
for non-residential cases. The referral services will be discussed in more detail in Section 3.2 of
this report. Shelter services are provided only to the residential clients. All the following services
are provided at the shelter with the intended purpose of stabilizing and recovering VoT: (a)
short-term residential care; (b) medical care and health education; (c) individual and group
counseling; (d) psychoeducation and life skills training; (e) educational and vocational services;
and (f) social and recreational activities. Reintegration support services will be discussed in more
detail in Section 3.3 of this report. They involve services that prepare and equip clients, families,
and communities for successful reintegration, including: (a) family tracing; (b) family bonding
visits; (¢) family and community assessments; (d) mediation of conflicts that could hinder
reintegration; (e) family and community education on TIP issues and child protection practices;
and (f) reintegration support packages. Additional reintegration support services that occur post-
reintegration include regular monitoring phone calls and community-based follow-up visits.
Lastly, the TIP-RC provides legal support, which primarily consists of linking clients with legal
representation, advocating for their legal needs, and providing pre/post-counseling for legal
events. Additional information about the legal support services will be discussed in Section 3.1
of this report.

2.2.7 Implementation Issues

Key informants described three significant implementation issues that occurred during the course
of the TIP-RC Project. Two of these implementation issues will be discussed in more detail in
Section 3.1 of this report, but they involve problems when working with implementing partners
and problems with obtaining justice for VoT. Being able to recruit and hire qualified staff
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members for the TIP-RC Project is the third significant implementation issue identified by WHI
staff members.

It is a priority for WHI that Sierra Leoneans are primarily responsible for the anti-trafficking
efforts in Sierra Leone. However, as a low-resourced country with no graduate-level training in
social work or counseling, as well as having exceeding low levels of educational attainment for
females, WHI has struggled with recruiting qualified staff members for the TIP-RC Project
(Barnett, 2013). Instead of trying to find staff members with the right degrees or credentials, they
recruited staff members with the appropriate soft qualities to be competent caregivers, such as
good interpersonal skills and a strong work ethic. According to one respondent, “we obtained the
best qualified people we could find and then we did a lot of training.” According to a key
informant, who has significant experience with capacity building in Sierra Leone, “successful
training programs in the country require a significant amount of modeling and hands-on practice
in addition to content knowledge” (Barnett, 2013, p. 27). This necessitated the employment of an
expatriate staff member with clinical credentials and expertise to fill the TCPS position. The
TCPS has offered on-going staff training and clinical supervision to increase the professional
capacity of the staff members. For example, all staff members receive initial caregiver training
before they can start working with the clientele. The caregiver training uses group work and
experiential methods to help staff members develop essential caregiver qualities and skills, while
also helping them understand the experiences and needs of trauma survivors (Barnett, 2013).
Besides regular refresher trainings on the caregiver skills, additional staff trainings during the
course of the project have included: case management skills, trauma-informed care, suicide risk
assessment, human rights, first aid arts (i.e., a group counseling curriculum using creative arts to
help process trauma), female genital mutilation (FGM) prevention, child protection practices,
vehicle safety practices, stress management, and self-care skills. The TCPS also provides clinical
supervision to the Social Workers and Counselors during the weekly case management team
meetings, and she meets with them for individual supervision as the need arises. In addition, the
TCPS coaches the House Parents on caregiver issues at the weekly house parent meeting. There
was general agreement between key informants that this has been the key to developing the
clinical capacity of the staff members. Section 3.4 of this report will discuss how effective WHI
has been in developing their staff capacity.

In addition to these implementation issues, the 2013 TIP-RC Evaluation (Barnett, 2013) offered
recommendations to improve the quality of clinical care offered by the TIP-RC Project. WHI has
made substantial progress on implementing several of the recommendations, including: (a)
clarifying admission criteria; (b) employing an expatriate clinical supervisor to help build staff
capacity; (c) implementing the CCAT and PRAT into clinical practice; (d) strengthening
partnerships with medical care providers; (e) limiting group membership; and (f) maintaining the
cost structure. However, WHI has not made sufficient progress on recruiting a House Parent
Supervisor or strengthening the educational services, although the TCPS has increased her
mentoring of the House Parents, and the Shelter Manager (who is a certified teacher in Sierra
Leone) has mentored the Teacher. Moreover, WHI has not made any progress in improving the
vocational services, especially since they did not replace the VVocational Coordinator after she
resigned her position. Lastly, the findings from Section 3.4 of this report will indicate that WHI
has not made progress on improving their record keeping, even though the TCPS instituted chart
audits as recommended in the previous evaluation. However, it is important to note that some of
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these recommendations were not fully addressed due to do challenges related to the Ebola
epidemic, requiring WHI to prioritize issues that needed to be addressed.

2.2.8 Project Funding and Sustainability Issues

The start-up costs for the TIP-RC Project were covered by a 2-year grant from J/TIP for
$500,000. The current on-going costs to run the program are approximately $380,000 per year.
The majority of their operating budget comes from a 1-year cost extension grant from J/TIP for
$300,000, while WHI supplements the budget with an additional $80,000 per year. As a result of
recent high rates of inflation in Sierra Leone, the current budget is not adequate to meet all their
expenses, but they try to find ways to cut costs. WHI has not been able to obtain financial
support from the GOSL, nor have they been able to obtain grant money from other international
donors to help fund the project. Due to these funding limitations, key informants were clear that
the TIP-RC Project would have to close without J/TIP funding at this time.

There are two major issues that negatively impact the sustainability of the TIP-RC Project: the
high cost of providing quality comprehensive care and the lack of funding from the GOSL.
Although providing comprehensive aftercare services is the gold standard in trafficking victim
assistance programs (Macy & Johns, 2011; Muraya & Fry, 2016), it is much more expensive to
provide comprehensive services, especially specialized residential care, than provide
community-based services. Yet, there is some preliminary evidence that VoT have better
reintegration outcomes when they are provided comprehensive aftercare services (Surtees, 2013).
In addition, it is labor intensive to provide a high standard of care for children in residential care
because there needs to be a higher staff to client ratio for around the clock coverage. According
to key informants, it has been an organizational and leadership priority at WHI to have
appropriate staffing levels and appropriate child protection policies at the TIP-RC, even though
this increases the cost of care.

The other major issue affecting sustainability is the lack of commitment from the GOSL to
provide funding to the TIP-RC Project. Key informants at both the MSWGCA and FSU reported
that the GOSL highly values the services provided by the TIP-RC Project, and it would be
extremely difficult for them to provide assistance and protection to VoT if the shelter closed.
Yet, the MSWGCA respondent stated that the Ministry is unable to operate a shelter on its own
due to its highly limited budget and low levels of staff capacity. As result, the MSWGCA
focuses on initiating policy and monitoring implementation, but it almost completely depends on
NGOs to implement the actual service provision.

In 2015, the previous Minister of the MSWGCA stated that he was not opposed to funding the
TIP-RC Project for its 3-month budget lapse in order to prevent the shelter from temporarily
closing. Key informants at WHI stated that they submitted a budget and attempted to meet with
the Permanent Secretary of the MSWGCA (who is in charge of logistics and budgeting), as they
were directed. However, nothing came from these efforts, and the Permanent Secretary and the
new Minister of the MSWGCA have yet to respond to meeting requests from WHI. The
MSWGCA key informant stated that there is a budget line to help support social welfare
institutions and the Ministry wanted to provide funding for the TIP-RC through this budget line.
However, this budget line is not currently funded and it is unknown when it will be funded.
Although respondents have stated that government funding has been more problematic since the
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Ebola epidemic, the MSWGCA has historically been the lowest funded and most poorly
resourced ministry in the GOSL. Despite this, some key informants stated that they believe that
the GOSL could provide additional funding for the TIP-RC Project, but it is not currently a
priority for them and there is not enough political will from the professional staff at the
MSWGCA to advocate for the needs of vulnerable populations. Even though these funding
issues are common place for trafficking victim assistance programs in low resourced countries
(Adams, 2011; Surtees, 2013), the 2016 Trafficking in Persons Report recommends that the
GOSL “increase partnerships with NGOs providing assistance to trafficking victims and support
their efforts either financially or through in-kind support” (U.S. Department of State, 2016, p.
332). Moreover, the United States Ambassador to Sierra Leone plans to advocate for the TIP-
RC’s funding needs to the new Minister of the MSWGCA.

One WHI respondent stated that if there is not sufficient funding to continue operating the TIP-
RC Project, WHI will most likely close the shelter, but continue to provide community-based
case management services to VoT. This will be similar to the services that WHI offered during
the Rapid Response Project, which they consider to be a “step backwards” and will be
insufficient to fully meet the needs of identified victims. Still, key informants reported that the
project results that are likely to continue after the TIP-RC Project ends include: (a) better
awareness about TIP issues in the Sierra Leone community and the GOSL,; (b) better
understanding about victim identification and victim protection services by the MSWGCA and
SLP; and (c) the increased professional capacity of TIP-RC staff members who will benefit
future social service providers in Sierra Leone.

Program Evaluation of TIP-RC 28



3.0 FINDINGS
3.1 COOPERATION WITH PARTNER ORGANIZATIONS

According to Rafferty (2013), one promising prevention strategy to reduce child trafficking
involves developing interdisciplinary and collaborative partnerships with government agencies,
law enforcement, human service providers, and community-based organizations (CBOs).
Additionally, adequate victim identification and service provision require the development of
these interdisciplinary and collaborative partnerships, especially since victim assistance
programs often have limited resources (Gjermeni & Van Hook, 2012; Macy & Johns, 2011;
Okech, Morreau, & Benson, 2011; Reimer, Langeler, Sophea, & Montha, 2007; Surtees, 2013).
Based on a systematic literature review of recommended aftercare service delivery practices for
sex trafficking victims in the United States, Macy and Johns (2011) found that securing
comprehensive victim assistance is difficult, even in a well-resourced country, without inter-
agency collaboration between service providers. “Thus, nearly all of the documents reviewed
strongly recommend that coordinated networks of providers should be available to sex
trafficking survivors either through referral or by administration through one central
organization” (Macy & Johns, 2011, p. 89). In fact, Potocky (2010) found in a program
evaluation of a trafficking victim assistance program in Florida, client goal attainment was
hampered by poor coordination between service providers, which was partly related to staff
turnover at the partner agencies. Furthermore, proactive victim protection and assistance require
collaboration between government agencies and NGOs that meet regularly through task forces or
committees (Sigmon, 2008).

3.1.1 Implementing Partners

The inter-agency TIP National Task Force of Sierra Leone was stablished in 2005 as part of the
Anti-Human Trafficking Act in order to coordinate the implementation of this legislation. This
consulting body meets weekly and is co-chaired by the MSWGCA and the Ministry of Justice. It
is composed of representative from 15 other government agencies, while WHI and other NGOs
working on TIP issues in Sierra Leone are considered co-opted members. Sawadogo (2012)
stated that West African governments often lack the political will as well as the expertise to
combat TIP; thus, NGOs have been the biggest players in fighting human trafficking in West
Africa. This has been the case in Sierra Leone for the TIP National Task Force. For instance, key
informants stated that only 6 of the 17 government agencies regularly participate in meetings,
and even the co-chair, the Ministry of Justice, inconsistently attends the meetings. Key
informants at implementing partners consistently reported that WHI is a “key player” on the TIP
National Task Force. One respondent stated, “WHI plays a key role, they are always there, and
they always provide advice. They are very knowledgeable on TIP.” Also, it was reported that the
TIP National Task force meetings are not as effective when WHI is not there because they are
“one of the prodders.”

Key informants also reported that one of WHI’s strengths as an organization is relationship
building with other organizations. Even before starting the TIP-RC Project, WHI regularly
attended both the TIP National Task Force and the National Child Protection Committee
meetings in order to network and build relationships with partner organizations to assist with
their TIP Prevention Program. As a result, this made it easier for the TIP-RC to develop
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collaborative relationships with both government agencies and other organizations. Also, the TIP
National Task Force and other implementing partners were supportive of the TIP-RC Project
from the beginning because they trusted and respected WHI for their previous trafficking work in
Sierra Leone. Thus, the TIP National Task Force has provided official recognition and support
for the TIP-RC Project.

The TIP-RC’s program model is built on the premise that it is highly important to build and
maintain collaborative partnerships at all levels of Sierra Leonean society because it decreases
program costs while increasing the quality of care. Table 5 provides an overview of the TIP-
RC’s main implementing partners, along with the services provided by these organizations in
their service delivery model. It also indicates if the TIP-RC has developed a memorandum of
understanding (MOU) with these various partner organizations. Several of these organizations
refer identified victims to the TIP-RC as well as provide support services to either non-
residential clients, residential clients, or reintegrated clients. For example, almost all medical
care provided to residential clients is offered through outside medical providers, which is then
coordinated and monitored by the TIP-RC Nurse. Although key informants at WHI stated that
they have been successful in developing interdisciplinary and collaborative partnerships, they
still need to develop partnerships with legal aid providers or human rights organizations in order
to improve the legal support provided by the TIP-RC Project.

One of the implementation issues faced by the TIP-RC involves having to work with
implementing partners who do not consistently follow the policies established by the TIP
National Task Force. The most common problem is that some implementing partners are
inconsistent in following the TIP national referral mechanism, which results in decisions not
being made in the best interest of the victims. For example, according to law enforcement
procedures in Sierra Leone, the FSU is responsible for investigating child TIP cases and the
Transnational Organized Crime Unit (TOCU) is responsible for investigating adult TIP cases.
Yet, TOCU does not always refer child cases to the FSU, which negatively impacts legal cases.
Also, during the course of the field research, it took the TIP-RC two weeks — which involved
multiple meetings with government officials and three trips to another city located three hours
away — before they were able to obtain custody of five child trafficking victims. This was
because local MSWGCA officials did not follow the TIP national referral mechanism. Instead,
these officials attempted to reunify the trafficking victims with their families without any
psychosocial care or assessment of family and community risk factors.

Key informants at the TIP-RC believe that these problems are due to numerous factors,
including: (a) the lack of understanding about TIP and victim protection practices; (b) a low
priority placed on protecting women and children; and (c) corruption. WHI has responded to
these challenges by continually addressing these problems at the TIP National Task Force
meetings, advocating for victim protection practices at all levels of the GOSL, and providing
trainings on TIP-related issues with implementing partners. Moreover, as an organization, they
have emphasized relationship building with implementing partners in order to improve these
problems. For example, the TIP-RC Social Workers visit FSU stations while they are in the field
in order to establish relationships with the police officers and the MSWGCA social workers who
are stationed at these locations. Also, WHI has been diligent in building relationships with the
FSU and the MSWGCA at the national level.
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Due to their focus on advocacy and relationship building, TIP-RC staff members believe they
have developed good relationships with their implementing partners. Across the board, the key
informants from partner organizations echoed this sentiment, stating they had a “strong
relationship,” “very positive and close relationship,” and “most vibrant partnership.” Most
organizations believed it was quite easy to work with WHI, stating that the TIP-RC staff
members are very responsive, cordial, and helpful. One respondent stated that her organization
was “very appreciative because they are always there when we need them. We admire their work
and zealousness.” Most found the services provided by the TIP-RC Project helped them fulfill
their organizations’ mission to assist vulnerable people. In fact, the only partnership related
problem mentioned by implementing partners was the difficulty they experienced when the
shelter was full and not admitting new residential clients, which indicated how much they valued
the services provided by the TIP-RC Project. In short, it is clear that the TIP-RC has developed
strong relationships with a wide range of partner organizations, which has improved its ability to
provide comprehensive victim protection services in Sierra Leone. However, gaps remain in its
ability to provide legal support to VoT due to systematic problems in the legal system and WHI’s
limited partnership development in this area.
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Table 5

The Services Provided by Implementing Partners in the TIP-RC Service Delivery Model

Organization MOU Services Provided to the TIP-RC
Developed
Government Agencies ®
MSWGCA Referrals; approves all admissions; provides
guardianship for minors; assists with family
tracing, reintegration process, and follow-up
with reintegrated cases (if field workers are
available); registers TIP-RC to provide child
welfare services in SL
Office of National Security Consults on cross-border TIP cases
Sierra Leone Police
FSU Referrals; police investigations of child TIP
cases; files charges against perpetrators
TOCU Referrals; police investigations of adult TIP
cases; files charges against perpetrators
Medical Providers®
AWC Yes Referrals; free outpatient medical care,
prenatal care, and maternity services
Blue Shield Hospital Yes Discounted inpatient and surgical medical
care
Rainbo Initiatives Yes Referrals; free sexual health care and basic

Emergency Hospital
Mental Health Coalition

Solthis

counseling services for sexual exploitation
cases; provides forensic medical certification

Free surgical medical care for urgent cases
Provides psychiatric medication

Referrals; provides access to antiviral
medication for HIV+ cases

(Table 5 continues)
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Table 5 (continued)

The Services Provided by Implementing Partners in the TIP-RC Service Delivery Model

Alternative Care Providers

Variety In Process  Referrals; all alternative care providers have
selected beneficiaries, but will provide interim
Cap Anamur residential care for non-admitted referrals who

need residential care (boys over 10 and VoT
when the shelter is full); some will provide
Don Bosco long-term residential care for cases that cannot
be reintegrated with family members

Child Rescue Center

Jonathan Care Center
Rainy Season

St. George’s Foundation

Other NGOs & CBOs
Human Rights Organization Referrals; advocates for legal cases
Save the Children Referrals; assists with family tracing
WMF Referrals; community sensitization on TIP,
assists with the reintegration process and
follow-up with reintegrated cases
VPGs Referrals; community sensitization on TIP;

advocates for legal cases, including police and
court monitoring; assists with family tracing,
the reintegration process, and follow-up with
reintegrated cases

4TIP-RC also has some interaction with the Ministry of Foreign Affairs, Ministry of Justice,
Ministry of Labor, and Immigration Department.

P TIP-RC also uses GOSL hospitals for specialized care (e.g., optometry) not provided through
other medical providers.

3.1.2 Legal Support

The TIP-RC Project has experienced numerous problems trying to obtain justice for VoT in
Sierra Leone, which has been a significant implementation issue for this project. Nearly 2/3 of
the TIP-RC respondents stated that the most challenging aspect of working with trafficking
victims in Sierra Leone was dealing with the judicial system. Numerous challenges were
identified that negatively impact human trafficking related prosecutions and convictions in Sierra
Leone, including: (a) the limited understanding of TIP and the Anti-Human Trafficking Law in
the SLP and the judiciary; (b) the poor quality of police investigations; (c) the tendency to charge
perpetrators with lesser charges; (d) witness tampering by perpetrators; (e) pressure from
perpetrators to compromise cases (i.e., settling outside of court via financial compensation); (f)
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procedural inefficiencies and frequent court delays; (g) the lack of affordable transportation for
victims to attend court proceedings; (h) victims not wanting to testify, especially when
perpetrators are family members; and (i) corruption in the legal system.

UNICEF (2005) and Sawadogo (2012) have documented similar problems regarding law
enforcement and judicial efforts to combat human trafficking in Africa. Further, the 2016
Trafficking in Person Report (U.S. Department of State, 2016) recommends that the GOSL, “in
collaboration with civil society organizations, train police and prosecutors to identify,
investigate, and prosecute trafficking cases; and take steps to address procedural delays in
trafficking cases, which place undue burden on victims and often result in prosecutors dropping
criminal charges against alleged offenders” (p. 332). Data is not available yet for 2016, but in
2015, the FSU identified 46 TIP cases (involving 59 identified child trafficking victims) and 37
cases were referred to residential care facilities (i.e., TIP-RC and other alternative care providers)
through the MSWGCA. Even though police investigations were completed on all 46 TIP cases,
only 5 cases were charged with human trafficking offenses, which was partially due to the lack
of evidence collected from the police investigations. In 2015, no convictions were obtained for
human trafficking offenses. Three of the 5 charged cases involved TIP-RC clients.

There are several ways the TIP-RC offers legal support to VOoT as an attempt to increase the
victims’ access to the justice system and promote prosecutions of TIP perpetrators. First, the
TIP-RC advocates for the police to conduct appropriate police investigations and then they work
with them to facilitate this process. Although the FSU is responsible for protecting women and
children in Sierra Leone, including investigating child trafficking cases, they only have three
police vehicles for the entire country. This severely limits their ability to perform their
responsibilities, including police investigations. Therefore, the TIP-RC provides transportation
so that their clients can give police statements and provide sufficient evidence (e.g., victims can
show the police the physical location of their exploitation). Second, the TIP-RC links their
clients to the state counsel who is prosecuting the case, and they will advocate to the judiciary for
appropriate legal proceedings. For instance, when legal cases are not moving forward, the TIP-
RC Social Workers or other WHI staff members will talk with the relevant judicial officials to
put pressure on them to continue with the prosecution. Third, they drive residential and
reintegrated clients to all their court hearings, regardless of the frequency or location in Sierra
Leone. In addition, the assigned Social Worker, and usually the assigned Counselor, will attend
all court hearings with clients. Also, when WHI’s TIP Prevention Program was funded, their
staff members or the paralegal from a local VPG would attend court cases that were in their local
area in order to provide court monitoring and advocacy. During court proceedings, the TIP-RC
Social Workers will advocate for victim protection practices so that victims do not have to testify
in open court. Lastly, the TIP-RC Counselors provide pre and post counseling to the clients for
all legal events, including when clients provide police statements or attend court proceedings.

Key informants indicated that the legal support provided by the TIP-RC Project helps improve
victims’ access to the judicial system in several ways. First, the transportation provided for
police investigations and court proceedings is important because, as one respondent stated,
“parents are not likely to take the victims to the police or court” due financial constraints and a
low view of the justice system. In fact, since the TIP-RC reopened in October 2015, all
residential clients have made police reports or given police statements, and 22 clients currently
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have cases being prosecuted. Second, the victims are more likely to testify in court because of
the support provided by the TIP-RC via the pre-court counseling and the advocacy for victim
protection practices during court hearings. Third, several respondents stated that cases are less
likely to be compromised when victims are in the shelter until their cases are charged in court.
For example, since most perpetrators live in the same community as their victims, residential
care minimizes safety issues, witness tampering, and pressure to drop cases. Since the TIP-RC
reopened, none of their clients’ legal cases have been compromised. Also, key informants from
two VPGs indicated that although there have been several prosecutions for cases they have
identified (including cases involving GBV, child labor, and human trafficking), both VPGs have
only had one case each receive a conviction and both of these convictions were for the only cases
they referred to the shelter. However, both of these convictions were under the Sexual Offences
Act, not the Anti-Human Trafficking Act. Several respondents indicated that it has been easier
and more likely for convictions to be obtained for sexual offenses, instead of trafficking-related
crimes.

However, the TIP-RC has not been able to develop a successful partnership with legal aid
services, which causes them to rely on the state counsel to prosecute their clients’ legal cases. All
respondents stated that this is very problematic due to the lack of professionalism (e.g., it is not
uncommon for the state counsel not to show up to court proceedings), the lack of commitment to
advocate for the victims, and their willingness to take bribes from perpetrators. There is a strong
belief that having a lawyer on retainer or partnering with a legal aid service provider could help
improve the conviction rate. However, all these services, including legal aid services, are very
expensive, and WHI has a limited budget to invest in these services. Due to factors outside of the
WHT’s control in the judicial system, they are wary of using their funding on legal cases that are
not likely to go anywhere. Yet, in 2016, a politically well-connected perpetrator of one of the
TIP-RC’s trafficking clients was convicted under the Sexual Offences Act (due to a technicality
in the law, the perpetrator was not charged under the Anti-Human Trafficking Act). This
conviction was most likely obtained due to two factors: (a) the TIP-RC temporarily admitted the
victim’s mother into the shelter due to safety issues and to reduce the likelihood that the case
would be compromised; and (b) the TIP-RC partnered with a human rights organization in the
local community to advocate for justice in the local media. In short, the TIP-RC has increased its
clients’ access to the justice system, but it is unlikely to promote convictions of TIP perpetrators
without developing stronger partnerships with legal service providers and other human rights
groups.

3.2 REFERRAL AND SCREENING PROCEDURES

Unidentified child trafficking victims are most likely to be identified by law enforcement
officers, human service providers (e.g., medical providers, social workers, or teachers), or
immigration officials (Bump & Duncan, 2003; Hodge, 2014). Often VoT are not identified
because government officials and various human service providers lack knowledge about the
causes and consequences of TIP, victim identification, and appropriate case management
strategies (Bump & Duncan, 2003; Macy & Johns, 2011; Muraya & Fry, 2016; Okech et al.,
2011; Sigmon, 2008). However, very little research has been conducted on how to improve
victim identification (Macy & Graham, 2012). Although it is strongly recommended that law
enforcement officers, immigration officials, and human service providers be trained on
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trafficking issues and victim identification (Gozdziak, 2007; Rafferty, 2012; Macy & Johns,
2011; Surtees, 2013), currently there is no evidence that these trainings improve the
identification of VoT. For example, an evaluation of an anti-trafficking program in Florida that
trained more than 7,000 local law enforcement officers, social service providers, and medical
personnel on TIP identification found no increase in TIP-related victim identification after
providing these trainings (Potocky, 2011).

3.2.1 TIP-Related Trainings

Still, the 2016 Trafficking in Persons Report recommended that Sierra Leone train local law
enforcement officers and government social workers on how to identify VoT in vulnerable
populations and how to provide appropriate protective services (U.S. Department of State, 2016).
These TIP-related trainings are probably even more essential because the most prominent form
of child trafficking in Sierra Leone — forced labor in domestic servitude — can be one of the most
difficult types of trafficking to identify (Sigmon, 2008). During the current cost extension of the
TIP-RC Project, WHI has trained 42 MSWGCA social workers and 68 FSU police officers as a
means to increase victim identification and to improve the appropriate use of the national referral
mechanism for TIP cases. Another goal of these trainings was to improve the capacity of the
GOSL to combat human trafficking in Sierra Leone. As part of this training process, WHI
developed the TIP Assessment Tool, which is a comprehensive, yet simple tool that can be used
to identify VoT and gather evidence for police investigations. WHI presented this tool, as well as
distributed copies of it, to the TIP National Task Force. They also trained all 68 FSU line
managers on how to use the TIP Assessment Tool and encouraged them to train their reporting
police officers. In addition, TIP-RC Social Workers have been conducting follow-up visits with
the FSU police stations in order to distribute more copies of the tool and review the form with all
the FSU police officers. Based on the direct observations for this evaluation, it was clear that the
follow-up visits helped increase the police officers’ knowledge of TIP and they obtained a better
understanding of how to handle suspected TIP cases in the future. However, the TIP-RC Project
has not seen an increase in referrals from the FSU since they started using the TIP Assessment
Tool.

In addition, the TIP-RC has found that MSWGCA social workers often lack awareness about the
legal definition of TIP and the need to provide case management services to VoT. Thus, WHI
recently trained 42 MSWGCA social workers, including 3 social workers per district, on: (a) the
legal definition of TIP and common issues related to TIP in Sierra Leone; (b) how to provide
assistance and case management services to VoT; and (c) how to use the TIP Assessment Tool
and the national referral mechanism. A review of the training curriculum indicated that it was
comprehensive and appropriate for the targeted audience, while also containing useful discussion
questions and experiential activities to spur learning. However, WHI reported that several of the
district social workers did not show-up to the trainings, but instead sent representatives. The key
informant at the MSWGCA stated that these trainings have improved the capacity of their social
workers as evidenced by their increased knowledge about TIP issues from the pre- and post-
testing at the trainings. This respondent also stated, “On the ground, the knowledge needs to be
implemented, but [the MSWGCA social workers] often do not have the transportation to do the
case management, but WHI does. Even though they have knowledge, logistics present a
challenge to implementation.”
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Moreover, since the TIP-RC reopened in October 2015, the TCPS has trained the social workers
at the Sierra Leone Alliance (i.e., 5 organizations working with Ebola orphans) on TIP
identification and appropriate case management strategies, including referral procedures for
VoT. Other organizations that have been trained under previous TIP-RC grants or WHI’s TIP
Prevention Program include: WMF (i.e., CBO working in Kroo Bay slum in Freetown), Solthis
(i.e., NGO providing HIV treatment), Goal (i.e., NGO working with street children), SHADE
(i.e., CBO working on reducing FGM), Medair (i.e., emergency medical response company),
Save the Children, World Vision, Wesleyan Church of Sierra Leone, police officers (including
developing a TIP training manual for the police academy), and the Immigration Department.
However, WHI has noted that information from these trainings do not usually “trickle down to
lower levels” because in the Sierra Leonean value system, knowledge is considered personal
property and is not commonly shared with others. As one WHI respondent stated, “If there are no
outside trainings, it won’t trickle down” to other employees in an organization.

3.2.2 Referral Procedures

The end goal of these TIP-related trainings is to improve victim identification and appropriate
referrals of VOT to victim assistance programs. In conjunction with the trainings provided by
WHI, the TIP National Task Force has also instituted a national referral mechanism for VoT in
order to improve the systematic identification and referral of trafficking victims in Sierra Leone.
The TIP national referral mechanism follows the national referral protocol for GBV cases, which
requires: (a) giving victims immediate medical care, if necessary; (b) reporting cases to the FSU;
(c) the FSU then informs the MSWGCA,; and (d) the MSWGCA is responsible for referrals for
(or the direct provision of) psychosocial care. Because the MSWGCA is dependent on WHI for
the provision of victim protection services for minors, and the TIP-RC is the only specialized
trafficking aftercare program in Sierra Leone, all referrals for the psychosocial care for minors
should be made to the TIP-RC.

According to 2013 TIP-RC Evaluation (Barnett, 2013), referral sources for the TIP-RC were
widespread, yet these sources often struggled with identifying appropriate cases to refer. From
2012 until the shelter closed in July 2015, there were 17 different referral sources. The three
largest referral sources during this time period were the SLP (29%), MSWGCA (23%), and
WHI/VPG (11%). Table 6 lists the referral sources for all clients, including residential and non-
residential clients, since October 2015. The sharp increase in referrals from the MSWGCA from
23% (before the shelter closed) to almost 72% (since the shelter reopened) provides evidence
that the national referral mechanism is being followed more consistently. Moreover, from 2012
until July 2015, only 53% of referrals sources were part of the GOSL (including MSWGCA and
SLP), whereas since October 2015, 84.6% of referrals sources were part of the GOSL. This may
indicate an improvement in the government’s ability to appropriately identify and refer VoT to
the TIP-RC.

Although there have been lapses in following the national referral mechanism, key informants at
the TIP-RC believe that the referral sources have improved in their ability to accurately identify
VoT and then refer them to the TIP-RC. They attribute this improvement to WHI’s TIP-related
trainings and the on-going collaboration with partner organizations. As one respondent stated,
“they think of WHI when they see trafficking.” All key informants at partner organizations
clearly identified the appropriate referral procedures for the TIP-RC and they appreciated how
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easy it was to refer cases. However, not all of these key informants could accurately describe
how they would identify a trafficking victim, although the organizations that have received TIP-
related trainings from WHI were the most accurate. The TIP-RC Social Workers reported that
referral sources, especially the police, still struggle with differentiating human trafficking from
child labor, child abuse, or GBV. Furthermore, there was some confusion with key informants at
partner organizations about whether the TIP-RC still admitted victims of GBV. Most partner
organizations were unaware that the shelter had changed its admission criteria so that only VoT
are now being admitted for residential care.

All key informants at partner organizations clearly stated that there were no other reliable social
services available in Sierra Leone to address the specialized needs of trafficking victims.
Multiple respondents indicated that it would be very difficult for them if the TIP-RC closed. The
MSWGCA key informant stated that they would be unable to fund or adequately staff a shelter
for VoT in Sierra Leone, even though this Ministry is technically responsible for the provision of
psychosocial care for identified victims. According to another respondent, “There are few
shelters, but they all have their own mandate and we would have to convince them to take the
cases. But they do not provide specialized care. It would be very difficult if the [TIP-RC] shelter
did not exist. Sometimes the children have to sleep in the police station or return home without a
risk assessment, which exposes the children to other abuses.” As a result, several key informants
were highly concerned about the sustainability of the TIP-RC Project. One key informant
reported that she even wrote a letter to the CEO of WHI, asking him to continue funding the TIP-
RC Project because they depended on their services to help trafficking victims.

Table 6

Referral Sources for TIP-RC Clients Since October 2015

Referral Sources N Percentage
MSWGCA 28 71.8%
Sierra Leone Police ® 4 10.3%
WMF 4 10.3%
VPG 2 5.1%
AWC 1 2.6%
Cap Anamur 1 2.6%
Immigration Department 1 2.6%
Private Person 1 2.6%

Note. Total percentage is greater than 100% due to some
cases having more than one referral source.

%includes Family Support Unit (FSU) and Transnational
Organized Crime Unit (TOCU)
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3.2.3 Screening Procedures
After VoT are identified and referred to the TIP-RC, they need to be screened via an intake
assessment in order to determine their appropriateness for admission to residential care and to
determine their basic needs. Based on a review of the sex trafficking victim identification
literature, it is recommended that screening questions be child-friendly and assess information
about the victim’s safety, employment and/or education, living situation, and travel or
immigration history (Macy & Graham, 2012). The following recommendations were also made
about how to screen potential VVoT:
... (a) question a potential victim when he or she is alone; (b) use indirect rather than
direct questions, excluding words such as ‘‘coercion,’” ‘‘force,’” and *‘trafficking’’ (e.g.,
| would be interested to hear . . . or Can you tell me . . .); (c) clearly explain the service
provider role to potential victims; (d) clearly explain confidentiality policies and how the
information the victim provides will be used; (e) focus on the potential victim’s safety
and needs; and (f) conduct interviews and provide services with cultural and linguistic
competence. (Macy & Graham, 2012, p. 70)

The screening process utilized by the TIP-RC Project follows the above guidelines as well as the
practices recommended by the International Organization for Migration (IOM) for the screening
of VoT (IOM, 2007). The TIP-RC Social Workers are the point of first contact for referrals, and
they obtain preliminary information from referral sources to determine the appropriateness of the
cases before conducting an in-person assessment. Several of the key informants from referral
sources stated that the TIP-RC Social Workers come either the same day or the next business day
to screen the referred cases. One respondent stated, “Our staff members know the Social
Workers personally. The Social Workers are very good and they work very well with the
clients.” This evaluator happened to interview key informants from two different partner
organizations on the same day that both organizations had referred cases to the TIP-RC. It was
clear from these unplanned observations that these organizations were happy with the Social
Workers’ professionalism, collegiality, and promptness.

During the screening process, the TIP-RC Social Workers interview referred individuals
privately, using the TIP Assessment Tool to determine if these individuals are human trafficking
victims. The Social Workers also ask questions from the intake assessment to collect additional
information about the referred cases, including information about their family, current living
situation, educational history, and traumatic experiences. They will also ask questions to try to
figure out why the victims were targeted (e.g., “What was life like before you came to your
current living situation?””) and to assess their current vulnerability factors (e.g., “How big is your
family? And what did your family due for a living? Did you go to school and was there a school
in your community?”’). The TIP-RC Social Workers also reported that they observe the physical
and mental condition of the referred cases during the screening process.

After completing the in-person assessment, the Social Workers will discuss the cases with the
TCPS or the Shelter Manager before admitting any cases that meet the admission criteria for
residential care. The MSWGCA is also contacted to get verbal approval for any admissions. The
Social Workers will then transport the cases to the shelter, while the TIP-RC obtains legal
guardianship of minors from the MSWGCA within 24 hours. If the shelter is currently full or if
the referred cases do not meet residential admission criteria, the Social Workers provide

Program Evaluation of TIP-RC 39



immediate case management assistance, such as arranging urgent medical care, referring the
cases to another appropriate shelter, or mediating family conflicts to help stabilize the
individual’s living situation. One of the biggest challenges encountered by the TIP-RC Social
Workers when screening referrals involves identifying cases that do not fit the definition of TIP,
but who are very vulnerable and need emergency housing. In these instances, they try to meet
their most pressing needs through the provision of basic case management services. Overall, the
TIP-RC Project has a well-developed screening process, which contributes to the accurate
identification of VoT and begins the process of providing them with appropriate victim
assistance services, without disregarding the needs of other vulnerable populations.

3.3 REINTEGRATION SUPPORT SERVICES

Reintegration is the process of re-entry into normal community life following a trafficking
experience (Muco, 2013; Surtees, 2013). “It includes settlement in a safe and secure
environment, access to a reasonable standard of living, and mental and physical well-being,
opportunities for personal, social and economic development, as well as access to social and
emotional support” (Surtees, 2013, p. 4). Reintegration support services can include a range of
services, but they should focus on empowering VoT (Surtees, 2013). A systematic analysis of the
aftercare service delivery literature for child sex trafficking victims found that the recommended
reintegration services include: (a) client assessments to determine reintegration readiness; (b)
community assessments to determine appropriate reintegration placements based on the best
interest of the child; and (c) post-reintegration follow-up to monitor safety factors and the well-
being of the trafficking victim (Muraya & Fry, 2016). This section will discuss in what ways the
TIP-RC Project is in compliance with these recommended reintegration support services,
whereas the outcomes of these services will be discussed in Section 3.6 of this report.

3.3.1 Assessment and Preparation — Clients

Client assessments need to ascertain whether VoT have adequate life skills and confidence to
function in normal community life (Muraya & Fry, 2016). Reintegration plans should also take
into consideration clients’ preferences and concerns (Arensen, Bunn, & Knight, 2004; Surtees,
2013). In the TIP-RC service delivery model, clients are not formally assessed to determine if
they are ready for reintegration. Instead, the Counselors determine if clients are ready for
reintegration by: (a) clinically observing a reduction in their mental health symptoms as well as
seeing an increase in prosocial behaviors and self-confidence; (b) clinically observing
appropriate bonding with their family members via phone calls and the family bonding visit; and
(c) asking clients about their preferences, readiness, and concerns about reintegration. One
Counselor reported that it is a good sign when clients state that they are ready to leave the shelter
because most of them know that they will experience more challenging circumstances in normal
community life in Sierra Leone than they do in the shelter (e.g., regular physical work in the
village, not enough food, little time to play, less emotional support from caregivers, and possible
exploitative situations). Sometimes clients do not want to be reintegrated due to these factors,
which the Counselors handle by helping them process their concerns and then helping them
engage in problem solving. Before reintegration plans are made, the Counselors discuss all the
above assessment data in the case management team meetings so that reintegration decisions are
not made until clients show readiness for reintegration.
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One recommendation regarding preparing children in residential care for reintegration involves
facilitating adequate family bonding via family visits and communication before reintegration
(Arensen et al., 2004; Reimer et al., 2007; Surtees, 2013). Immediately after clients are admitted
to the TIP-RC, the Social Workers begin family tracing efforts nationwide to find relevant family
members. This process frequently involves collaboration with other organizations (e.g., Save the
Child, VPGs, and MSWGCA) that can assist with finding family members. Once family
members are found, the Social Workers arrange for them to come to Freetown to conduct a
family bonding visit with the client in WHI’s main office. Both the assigned Social Worker and
Counselor attend these meetings in order to support the client while assessing the family bonds
and the family’s response to the client’s exploitation. The clinical staff members at the TIP-RC
agreed that the family bonding visits provided useful assessment data about possible family
factors that could affect reintegration, but they generally did not think these visits were sufficient
in helping clients bond with family members, especially if they had been separated for a long
time. Several respondents indicated that doing an overnight home visit with the family would
better prepare clients for family and community relationships after reintegration. However, due
to staffing and funding limitations, the TIP-RC can only arrange one family bonding visit in
Freetown, but they encourage regular telephone communication between clients and family
members.

It is also recommended that residential clients need to be prepared for reintegration by discussing
transition and termination issues in counseling once reintegration plans have been developed
(Reimer et al., 2007). According to the TIP-RC Counselors, they inform residential clients at
admission that the shelter is a temporary place to stay in order to recover. For at least 2-3
counseling sessions before reintegration, the Counselors try to prepare clients for reintegration
(e.g., what to expect during the reunification process and what is expected of them in normal
community life) and help improve their problem solving in regards to common post-reintegration
problems (e.g., “You are likely to face this. How are you going to handle it?”’). However, very
little time is spent processing termination issues in counseling, although clients are able to say
good-bye to the other clients and staff members at the shelter during a culturally appropriate
good-bye party hosted by the House Parents.

Several respondents at the TIP-RC reported that the residential clients could be better prepared
for reintegration if the shelter utilized more culturally appropriate disciplinary practices.
Although these staff members acknowledged the benefits of using the shelter’s relational
approach to handling externalizing problems in the clients (e.g., verbal or physical aggression),
they believe the clients also need some natural consequences for their problem behaviors. One
TIP-RC staff member stated, “When they are reintegrated, they have a hard time adjusting and
being accepted in their communities if they are not used to consequences for poor behavior. They
need to learn boundaries, otherwise they will be rejected. This will put them at risk to be re-
trafficked.” Still, key informants from partner organizations felt that the TIP-RC did an adequate
job of preparing the clients that were reintegrated in their communities.

3.3.2 Assessment and Preparation — Families and Communities

Several authors have recommended that both families and communities need to be assessed for
protective factors and risk factors (e.g., stigma and presences of perpetrators) before making
reintegration plans (International Labor Organization, 2006; Reimer et al., 2007; Surtees, 2013).
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In order to prevent future re-victimization of the reintegrated trafficking survivors, risk factors in
the family and community need to be reduced. This could include using family mediation to
reduce possible family problems that could interfere with reintegration, and/or providing
economic assistance to reduce economic risk factors in the family (Surtees, 2013). When risk
factors cannot be mitigated in the family-of-origin or community, alternative reintegration plans
should be developed (Surtees, 2013).

Before reintegration plans are made, the TIP-RC Social Workers complete a thorough
assessment of the family and community. They spend several hours in the family’s home and
community, observing the environment and interviewing both family members and several
community stakeholders (e.g., local chief, teachers, and any relevant community organizations).
As part of this assessment, they will determine the protective factors and risk factors related to
the family, including their adaptive functioning, relational functioning, parenting ability, and
their beliefs about the client and the client’s exploitation. The Social Workers will also determine
the protective factors and risk factors related to the community, including safety factors (e.g.,
“Are they aware of human trafficking? Is exploitation common in the community?”), the
availability of community resource, and the availability of supportive community members.

The case management team (i.e., Shelter Manager, TCPS, Social Workers, and Counselors) then
discusses the family and community assessment data, as well as the client assessment data, to
make reintegration plans that are in the best interest of the clients. However, sometimes the
family-of-origin refuses guardianship of the client, or the client refuses to return to the family-of-
origin, or the case management team determines the family is not an appropriate reintegration
environment for the client. Then they attempt to find appropriate extended family members who
are willing to raise the client. If no appropriate and willing family members can be found, the
TIP-RC Social Workers will arrange long-term residential care at an orphanage. Over the course
of the project, only 3 of the 89 reintegrated clients have been placed in long-term residential care,
evidencing the TIP-RC’s commitment to utilize family care as often as possible in their
reintegration plans.

The TIP-RC Social Workers will then attempt to reduce risk factors in the reintegration
environment. For example, they will try to mediate family conflicts (e.g., conflict between two
wives in a polygamous family) that could hinder the success of the reintegration process. Also,
they will help family members find new housing when the perpetrators live nearby or community
stigma is present. Also, the Social Workers will attempt to identify people in the community that
the parents trust and then recruit them to support the family. According to one of the Social
Workers, “This is key because it helps stabilize the child in the community. It helps support the
family and it increases the child’s acceptance in the community.” Additionally, research findings
indicate that post-reintegration caregivers should be equipped with parenting skills and
psychoeducation about trauma before reintegration (Borisova, Betancourt, & Willett, 2013;
Reimer et al., 2007). The TIP-RC Social Workers reported that they provide psychoeducation to
post-reintegration caregivers on the following topics before and after reintegration: (a) TIP-
related issues, (b) healthy parenting practices, (c) child protection practices, and (d) caregiving
strategies for traumatized individuals.
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Also, the TIP-RC Social Workers provide reintegration support packages for the post-
reintegration caregivers as a means to reduce economic risk factors in these families. The
reintegration support packages include paying the reintegrated client’s initial school fees,
providing sufficient clothing and school supplies for the reintegrated client, and providing an
income generating project for the family based on the family’s recommendation (e.g., buying
them items to sell via petty trading or giving them seeds to use in agriculture). All respondents
indicated that the reintegration support packages were only sufficient in meeting the economic
needs of the majority of the families for 3-6 months post-reintegration. In particular, these
packages are not large enough to fund strong income generating projects, after paying for school
fees and clothing, especially since Sierra Leone is currently experiencing high rates of inflation.
Also, most family members lack training on how to run a business; thus, most are not able to
generate a sustainable income from their projects. For example, the key informants from the
VPGs did not realize that the TIP-RC provided income generating projects because both of the
post-reintegration caregivers in their communities consumed the items provided, instead of
selling them via petty trading. They reported being worried about the well-being of these
reintegrated clients due to their families’ financial problems and inability to pay their school
fees. Moreover, the TIP-RC’s reintegration support packages are similar to WHI’s practices at
their trafficking victim assistance program in Cambodia. A program evaluation of the
Cambodian project reported,
Family income generation does not appear making a significant impact in practice.
Families are not properly equipped to be successful with the material support from the
project. Additional support in business practices is required which is beyond the scope of
project staff. (Simcox & Marshall, 2011, p. 19)
The findings from this evaluation concur with the above conclusions. Furthermore, studies have
found that post-reintegration economic problems in families can potentially cause additional
emotional and relational stress within these families, negatively affecting the reintegration
process (Brunovski & Surtees, 2012; Surtees, 2013). Thus, the problems involving the TIP-RC’s
reintegration support packages could possibly undermine the program goals.

When TIP-RC clients are reunified with their post-reintegration caregivers, the TIP-RC Social
Workers and Counselors are present to support the clients as well as to prepare the family and
community for reintegration. They also invite the local chief and other key community
stakeholders (e.g., teachers or religious leaders) to be present as well as local MSWGCA field
workers, VPG members, or WMF staff, if they are operating in the local community. During the
reunification process, TIP-RC staff members provide further education to the family as well the
community stakeholders about human trafficking and child protection practices. Key informants
at the TIP-RC, WMF, and the VPGs stated that this is a key factor for successful reintegrations
in the Sierra Leone context because the community stakeholders, especially the local chief, can
use their authority to “reduce stigma, increase the survivor’s confidence, and increase their
acceptance by the community.” As a result of this community education on TIP-related issues
during the reunification process, one local chief even levied a fine against each family member
who sent their children away, which sent a clear message in the community that human
trafficking would not be tolerated.
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3.3.3 Monitoring Practices

After reintegration, regular monitoring of reintegrated clients is necessary to ensure successful
reintegration outcomes because additional support and interventions can be provided when
problems are discovered (Arensen et al., 2004; Jayagupta, 2009; Surtees, 2013; Trees, Thahn, &
Hung, 2012). The IOM (2007) recommends that reintegrated VoT should be monitored monthly
for the first 3 months and then on a quarterly basis for no longer than 12 months due to the
intrusive and stressful nature of these monitoring visits. However, for minors, monitoring can
extend past 12 months due to more complex and long-term needs. Case monitoring is labor
intensive work, requiring adequate staffing and resources (e.g., due to transportation and
telephone costs) to have regular contact with reintegrated clients (Surtees, 2013). Trained partner
organizations in the local reintegration community can also provide help with implementing
reintegration plans and assisting with follow-up (IOM, 2007).

At the beginning of the TIP-RC Project, the Counselors and Social Workers would conduct
community-based follow-up visits with reintegrated clients on a quarterly basis for the first year
after reintegration. However, the TIP-RC has not been able to continue the frequency of the
community-based follow-up visits given that their current staffing levels have not kept up with
their caseloads. Now they complete approximately 2 community-based follow-up visits during
the first year after reintegration, while utilizing more phone calls to monitor the reintegrated
clients. During these community-based visits, the clinical staff members will talk with the
reintegrated clients, caregivers, and key community stakeholders, especially the local chief and
the teacher, to assess the reintegration process and then provide necessary interventions or
support. Between these follow-up visits, the Social Workers often call community stakeholders
and the Counselors regularly call reintegrated clients to check-up on them. Also, to minimize
travel costs, they try to complete several follow-up visits or conduct other support services while
in a remote region of Sierra Leone, which makes the timing of the follow-up visits inconsistent.

To help supplement their monitoring practices, the TIP-RC Project uses implementing partners
in the local reintegration community to assist with follow-up. WHI believes that this improves
their reintegration outcomes. WMF and local VPGs have been particularly helpful in monitoring
reintegrated survivors and calling the TIP-RC Social Workers when there are problems. WMF
will also enroll reintegrated clients that live in the Kroo Bay slum into their mentoring program
and encourage them to participate in weekly community activities provided by their
organization. Additionally, the VPGs advocate for the reintegrated clients’ needs to both family
members and community members, which helps reduces stigma. WHI respondents reported that
the local MSWGCA field workers should also follow-up with reintegrated cases, but often they
are not available (e.g., there are not enough field workers, they are not working at their assigned
post, or they do not have transportation to visit cases) or they do not understand the need for case
management for VoT.

TIP-RC will generally provide reintegration support services for at least 12 months after
reintegration, but decisions to close cases are based on assessment data from their monitoring
practices. They will continue to monitor cases past 12 months if they are not stable and could
benefit from additional support services. One key informant stated that it is very important that
reintegrated cases are followed for at least one year because there are many Sierra Leonean
cultural beliefs and practices that make it difficult for reintegration to go smoothly, including
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high rates of exploitation in normal community life and the low status of women and children in
Sierra Leone society. The most common post-reintegration problems that have been identified
from the TIP-RC’s monitoring practices include: (a) economic insecurity due to the limitations
of the income generating projects; (b) food insecurity; (c) the inability to pay additional school
fees; and (d) complaints about the reintegrated clients’ externalizing problems (i.e., hostility) or
use of self-protection skills (e.g., advocating for her needs). The TIP-RC has little recourse to
intervene for the first three problems once the reintegration support packages have been used up,
but they do provide psychoeducation and support to caregivers to help address problems related
to the reintegrated clients' behaviors. Overall, WHI key informants think their current monitoring
practices are adequate, but it could be strengthened if they had additional clinical staff members.
This would allow them to complete more follow-up visits and provide more case management
support when problems are identified.

3.4  STAFF CAPACITY OUTCOMES

One of the key components of effective trafficking victim assistance programs is the professional
capacity of the staff members. Comprehensive aftercare services are labor intensive, requiring
“highly skilled, sensitive, ethical and committed professionals to work with trafficked persons
over the long term” (Surtees, 2013, p. 24; also Johnson, 2012; Muraya & Fry, 2016). In addition,
caregivers in residential care facilities for child trafficking victims need to be gender appropriate
and child friendly (Muraya & Fry, 2016). However, low resourced countries generally lack
professionally trained and qualified service providers; therefore, program resources must be
invested in training and supervising staff members to develop sufficiently competent service
providers (Newnham et al., 2015; Surtees, 2013; Trees et al., 2012). Common issues that have
been reported in international aftercare facilities with insufficiently developed staff capacity
include: (a) not understanding the effects of trauma; (b) not having child-centered priorities; (c)
not respecting confidentiality or other human rights; (d) poorly managing client crises; and (e)
perpetuating community stigma via discrimination and insensitive treatment (Aborisade &
Aderinto, 2008; Arensen et al., 2004; Surtees, 2013). However, “service providers without
professional accreditation can be trained in working with trafficked persons in ways that support
their psychosocial well-being and recovery” (Surtees, 2013, p. 134). In fact, Newnham et al.
(2015) trained and supervised a team of Sierra Leonean mental health interventionists (including
3 current clinical staff members of the TIP-RC) to successfully implement a skills-focused group
intervention to distressed war-affected youth in Sierra Leone, which resulted in significant
improvements across a broad range of mental health outcomes for the participants. In countries
that lack a well-developed social service field, as is the case in Sierra Leone, building staff
capacity is essential for the provision of quality of care and is probably linked to client outcomes
(Surtees, 2013).

As was discussed in Section 2.2.7, one of the most significant implementation issues faced
during this project has been the inability of WHI to find qualified staff members in Sierra Leone.
They have addressed this issue by continuously employing an expatriate staff member with
clinical credentials to fill the TCPS position, which has allowed them to provide on-going
trainings and clinical supervision to the TIP-RC staff members. To determine how effective the
TIP-RC has been in building staff capacity, the following indicators were used to assess staff
capacity outcomes: (a) high level of trauma-informed care; (b) effective development and
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implementation of both treatment plans and reintegration plans; (c) regular use of data-based
decision making; and (d) regular use of self-care practices by staff members. These indicators
will be discussed in greater detail below.

3.4.1 Trauma-Informed Care

Providing trauma-informed care is a strongly recommended service delivery practice for
trafficking victim assistance programs (Clawson et al., 2008; Johnson, 2012; Macy & Johns,
2011; Muraya & Fry, 2016; Zimmerman & Borland, 2009). “This involves all caregivers in the
system of care understanding the effects of trauma on individuals, while focusing on the
empowerment and recovery of trauma survivors in a collaborative manner” (Barnett, 2013, p.
21). The following are key components of trauma-informed care: (a) staff members recognize
how trauma affects clients, including the development of coping strategies; (b) service delivery
focuses on helping clients recovery from trauma, while minimizing risks of re-traumatization; (c)
staff members utilize a relational collaborative approach, including maximizing clients’ choices
and control during the recovery process; and (d) service delivery uses an empowerment
philosophy that recognizes clients’ strengths and builds their resiliency (Elliot, Bjelajac, Fallot,
Markoff, & Reed, 2005).

Based on the semi-structured interviews with TIP-RC staff members and the direct observations
(see Table 7 for a summary of the findings for the direct observations), there is substantial
evidence that the staff members have generally developed a high level of trauma informed care.
Overall, the staff members were able to identify the common effects of trauma and trauma-
related coping strategies. All staff members showed a strong commitment to their clients’
recovery. Moreover, there was evidence that the staff members prioritize the physical and
psychological safety of their clients. For example, the TIP-RC Nurse reported that she monitors
the language used by medical providers at partner organizations so that they do not inadvertently
re-traumatize the TIP-RC clients. As indicated in Table 7, one of the greatest strengths of the
TIP-RC staff is their ability to create effective therapeutic relationships with the clients, which
are characterized by empathy, respect, unconditional positive regard, and professional
boundaries. According to one House Parent, “We were trained to love them like our own
children. When we start talking to them we have passion for them like our own children. It’s a
child-parent relationship.” The staff members also obtain informed consent from the clients and
they try to give them control over their recovery process within certain limits (e.g., there is less
choice given about meeting essential medical needs). In addition, all caregivers were able to
describe how they assess their clients’ strengths and improve their resiliency within the context
of their particular jobs. For example, the Counselors plan the weekly life skills training based on
the current needs of the residential clients, whereas the Activities Coordinator attempts to
empower the clientele through his planned activities, including helping them develop
communication skills, interpersonal skills, and self-esteem. Moreover, the clinical staff members
appeared particularly strong in their ability to identify strengths in both the clients and their
families.

Multiple respondents stated that about 60% of the residential clients show symptoms of trauma,
which they assess in every client at admission using the TIP Assessment Tool (i.e., to assess
various forms of exploitation) and the CCAT (i.e., to assess trauma symptoms). In general, staff
members stated that the most common emotional problems (i.e., anger and sadness) and
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behavioral problems (i.e., aggression, abusive language, and social withdrawal) evidenced by the
clientele were due to their past traumatic experiences. As a means to address these trauma-
related emotional and behavioral problems, the trauma-informed care literature recommends that
all clients have an individualized safety or crisis management plan, which should include
identified triggers and preferred de-escalation strategies based on client feedback (Elliot et al.,
2005). Yet, TIP-RC staff members only develop an individualized safety or crisis management
plan for residential clients on an ad hoc basis and without significant client feedback. Instead,
staff members generally manage dysregulated clients by making sure a staff member is present,
removing the other clients, validating the client’s emotions, encouraging the client to calm down,
and conducting a physical hold if the client is violent. Although they have found this relational
approach to work well for clients with internalizing problems (e.g., depression and anxiety), it is
less effective for clients with externalizing problems (e.g., verbal and physical aggression). There
was also evidence that the TIP-RC caregivers do not sufficiently monitor clients with
externalizing problems in order to prevent emotional and behavioral dysregulation, nor do they
utilize individualized behavior modification programs in the residential milieu as an intervention
strategy for the most highly symptomatic clients.

Still, staff members are definitely counter-cultural in how they perceive and address client
situations. For example, common Sierra Leonean child care practices generally involve
disregarding children’s emotional needs, and it is generally acceptable to physically abuse
children when they exhibit behavioral problems. Moreover, people with mental health problems,
including posttraumatic stress disorder (PTSD), are commonly stigmatized as witches or demon
possessed in Sierra Leone (Barnett, 2013). However, the staff members do not show any
evidence of exhibiting these common cultural practices. Instead, the majority of the TIP-RC staff
members stated that they are highly appreciative of their work-related trainings because it has
improved their ability to be better parents to their own children, indicating that they have
internalized the caregiver training provided to them.
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Table 7

Summary of the Direct Observations Recording Sheet for the Observed Shelter Activities

Observed Characteristics M SD
1. Physical environment attuned to safety, calming, and de-escalation 4.5 0.5
2. Staff executed their roles and duties responsibly and professionally 4.8 0.4
3. Staff used a strengths-based, positive approach in all their interactions 4.6 0.5
4. Staff demonstrated empathy, respect, and unconditional positive regard 5.0 0.0
5. Staff had a rapport or therapeutic relationship with participants 5.0 0.0
6. Staff modeled healthy relationships 4.4 0.5
7. Staff demonstrated effective behavioral management skills 4.6 0.9
8. Staff demonstrated effective emotional management skills 4.7 0.6
9. Participants willingly participated and engaged in the activities 5.0 0.0
10. Staff functioned as a collaborative and supportive team 4.6 0.5

Note. Ratings are based on a Likert scale from 1 to 5, with 1 indicating “not at all” and 5
indicating “all the time.” The following observed shelter activities were rated: one meal, one life
skills training session, one activity session, one vocational session, one educational session, and
one first aid arts session.

3.4.2 Treatment Plans and Reintegration Plans

The aftercare service delivery literature recommends that all VoT receive a comprehensive needs
assessment, including an assessment of physical health, mental health, and psychosocial needs,
shortly after admission to victim assistance programs (Abas et al., 2013; Macy & Johns, 2011,
Muraya & Fry, 2016; Reimer et al. 2007; Surtees, 2013). “It was advised that psychosocial care
should begin as soon as possible after the needs assessment, following an individualized
treatment plan that is formulated with the input of the child” (Muraya & Fry, 2016, p. 215).
Although the service delivery model should be based on trauma-informed care, evidence-based
therapeutic approaches should be used to treat specific mental health problems (Williamson et
al., 2010). Because there is almost no evidence-based research on the treatment of human
trafficking victims, Williamson et al. recommends that victim assistance programs for child
trafficking victims should follow the best practices for treating sexually abused children, which
is cognitive-behavioral therapy. Both Abas at al. (2013) and Johnson (2012) recommend using
trauma-focused cognitive-behavioral therapy (TF-CBT; Cohen, Mannarino, & Deblinger, 2006)
to treat trauma-related symptoms in VOT. The aftercare service delivery literature also
recommends that individualized reintegration plans should be based on a comprehensive
assessment of the client, family, and community (International Labor Organization, 2006;
Muraya & Fry, 2016; Reimer et al., 2007; Surtees, 2013). Moreover, these reintegration plans
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should attempt to mitigate the identified risk factors, while also providing ways to adjust the
plans based on post-reintegration monitoring activities (IOM, 2007; Surtees, 2013).

The chart review of 8 randomly chosen case files (5 reintegrated clients and 3 residential clients)
indicated significant problems regarding the TIP-RC’s record keeping practices. All reviewed
case files were rated in the Needs Development category for documentation standards on the
chart review rubric (see Annex 7 for a copy of the rubric). The reviewed case files contained
between 23% and 77% of the required documentation as per WHI policy, indicating that the
quality of the documentation had declined since the 2013 TIP-RC Evaluation (Barnett, 2013). It
is clear that clinical staff members are not following WHI’s documentation policies and they are
not being held sufficiently accountable by administration for their poor documentation practices.
The TCPS currently performs a chart review audit on a yearly basis, but does not apply any
consequences as a result of this audit. Several clinical staff members stated that they do not have
enough time to complete their documentation and this is one of the most stressful parts of their
jobs. Part of the problems with documentation are related to the insufficient staffing levels for
the Social Workers and Counselors, which have resulted in large case loads and the need to
prioritize their time spent on service provision instead of documentation. This is exacerbated by
the time spent traveling around the country to provide appropriate reintegration support services
to the clientele. Some of the clinical staff members stated that they do not want to complete their
documentation while in the field, so instead they take notes in a notebook. However, they do not
always have time to transfer the information to the case files when they are back in the office. As
a result, the TIP-RC’s current record keeping practices do not comply with WHI policy and they
are below acceptable professional standards for countries with a well-developed social service
field.

Due to the poor documentation, the ratings for the chart reviews were confounded by missing
documentation, which prevented an accurate assessment of clinical skills when all 8 case files
were included in the analysis. Therefore, only the case files that were generally in compliance
with WHI policy (i.e., 2 reintegrated clients and 2 residential clients) were used to determine the
capacity of the TIP-RC staff members in developing and implementing treatment plans and
reintegration plans (see Table 8 and 9). However, these should be considered preliminary
findings due to the small sample size of case files reviewed.

As indicated in Table 8, all treatment plan elements were evaluated at a competent level or
higher in their implementation. The Counselors were particularly strong in their ability to: (a) use
individualized skills-oriented interventions; (b) indicate the clients’ response to interventions;
and (c) implement follow-up strategies with clients. The Counselors need to improve in their
ability to write treatment goals in observable and measurable terms. Furthermore, their trauma-
specific interventions were primarily limited to providing psychoeducation on trauma and
building coping skills. This is in line with Herman’s (1997) Stage 1 trauma interventions (i.e.,
stabilizing symptoms and building coping skills), which are necessary before implementing
Stage 2 trauma-focused interventions (i.e., exposure-based interventions and cognitive
restructuring). Still, there is room for the Counselors to develop additional trauma-specific
interventions, especially in regards to the use of TF-CBT.
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As indicated in Table 9, the majority of the reintegration plan elements (7 out of 10) were
evaluated at a competent level or higher in their implementation. The Social Workers were
particularly strong in their ability to: (a) assess and prepare both families and communities for
reintegration; (b) clearly identify protective factors and risk factors for reintegration; and (c)
develop reintegration plans that addressed these factors and were based on the best interest of the
client. For the reintegration plan elements that were below competent levels (i.e., client
assessments, family bonding sessions, and follow-up interventions for reintergrated clients), their
lower ratings may be partially related to the lack of appropriate documentation. However,
clinical staff members indicated that they were not consistently utilizing the CCAT to determine
client readiness for reintegration, and they stated that the number of family bonding sessions
typically offered were not sufficient to prepare clients and families for reintegration. Also,
clinical staff members reported that time constraints and funding limitations negatively impacted
their ability to appropriately follow-up with reintegrated clients. Therefore, some of the deficits
related to the implementation of reintegrations plans were likely caused by funding and staffing
limitations in the program model, instead of the professional ability of the clinical staff members.

Table 8

Treatment Plan Development and Implementation Results from Chart Review (n=3)

Treatment Plan Elements M SD Classification Level ®
Strengths & challenges identified 2.7 0.6  Substantially Developed
Treatment goals linked to strengths & challenges 2.0 0.0 Competent
Interventions linked to treatment goals 2.3 0.6  Substantially Developed
Interventions included trauma-specific practices 2.0 0.0 Competent
Interventions included skill development strategies 3.0 0.0 Outstanding
Interventions reflected individual differences 2.3 0.6  Substantially Developed
Implementation of interventions documented 3.0 0.0 Outstanding
Implementation of intervention follow-up 3.0 0.0 Outstanding
Treatment goal progress documented 2.7 0.6  Substantially Developed

Note. The above table only includes case files from the chart review that were generally in
compliance with documentation policies. Ratings are based on the following chart review rating
scale: 1 = Needs Development, 2 = Competent, and 3 = Outstanding.

& Classification level of clinical skills is based on the following: Needs Development (M = 1.0),
Threshold Development (M = 1.1-1.9), Competent (M = 2.0), Substantially Developed (M = 2.1-
2.9), and Outstanding (M = 3.0).
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Table 9

Reintegration Plan Development and Implementation Results from Chart Review (n=2)

Reintegration Plan Elements M SD Classification Level ®
Client assessment for reintegration readiness 1.0 0.0 Needs Development
Family assessment for reintegration readiness 3.0 0.0 Outstanding
Community assessment for reintegration readiness 3.0 0.0 Outstanding
Protective & risk factors identified/mitigated 3.0 0.0 Outstanding
Reintegration plan based on client’s best interest 3.0 0.0 Outstanding
Family bonding occurred before reintegration 1.5 0.7  Threshold Development
Client prepared for reintegration 2.0 1.4 Competent
Family & community prepared for reintegration 3.0 0.0 Outstanding
Regular monitoring of reintegrated client 2.5 0.7  Substantially Developed
Monitoring resulted in follow-up interventions 1.0 0.0 Needs Development

Note. The above table only includes case files from the chart review that were generally in
compliance with documentation policies. Ratings are based on the following chart review rating
scale: 1 = Needs Development, 2 = Competent, 3 = Outstanding.

& Classification level of clinical skills is based on the following: Needs Development (M = 1.0),
Threshold Development (M = 1.1-1.9), Competent (M = 2.0), Substantially Developed (M = 2.1-
2.9), and Outstanding (M = 3.0).

3.4.3 Data-Based Decision Making

Data-based decision making involves collecting and analyzing various forms of data to inform
decision making about interventions and programs (Poynton & Carey, 2006). This data should be
used to identify problems as well as to monitor intervention effectiveness at both an individual
and programmatic level. In general, data-based decision making should involve: (a) identifying
problems or areas in need of attention based on systematically collected data; (b) developing an
intervention plan to address the identified problems using evidence-based practices; ()
implementing the intervention plan while monitoring progress (using indirect and direct data)
and modifying the intervention plan to address any implementation issues; (d) assessing the
outcome of the intervention plan based on data; and (e) sharing results with stakeholders as well
as modifying and improving future intervention plans based on these results. The overall goal of
data-based decision making is an improved standard of care by conducting more effective
interventions and programs.

The TIP-RC Project evidences some areas of data-based decision making, although they are not

fully utilizing the data they collect to monitor and improve their interventions. In general, the
TIP-RC shows real strength in its ability to assess client needs based on systematically collected
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data, and then develop intervention plans based on the identified needs. For example, the
Counselors use data collected from the CCAT as well as their clinical observations to develop
treatment plans. Both Counselors stated that the CCAT is particularly helpful in providing a
comprehensive overview of their clients’ needs, including providing information that is
unobtainable from clinical observations. The CCAT also helps them have a better sense of what
areas to focus on during treatment. As a result of this, they believe that the treatment they
provide is more focused and efficient.

However, when it comes to monitoring treatment progress, they rely almost solely on clinical
observations in the residential milieu. Although the Counselors stated that they find it helpful to
compare the baseline administration of the CCAT with the midpoint CCAT to obtain information
about the effectiveness of their treatment interventions, they are not regularly administering the
midpoint CCAT. Moreover, clinical decision making regarding client readiness for reintegration
is currently based almost solely on clinical observations and client self-report. Although these are
important forms of data to consider, using quantifiable data (e.g., CCAT) that can substantiate
changes in clients during the course of treatment provides stronger evidence that clients are ready
for reintegration as well as identifies remaining client risk factors for reintegration. The TCPS
realizes this is a weakness of their current clinical decision making processes, and she plans to
require the Counselors to discuss the findings from the midpoint CCAT in case management
team meetings in the future. Even though the TIP-RC has been somewhat consistent in collecting
data from the baseline CCAT and endpoint CCAT, they have not analyzed the results of this data
in order to assess the stabilization and recovery outcomes for residential clients.

The clinical staff members also demonstrate a good ability to assess family and community
needs based on systematically collected data, including individual interviews and direct
observations that are part of the family and community assessments. They then develop
reintegration plans based on the identified protective factors and risk factors from these client,
family, and community assessments. The TIP-RC monitors the success of their reintegration
plans during the community-based follow-up visits, using data from interviews with multiple
stakeholders (e.qg., reintegrated client, parents, teacher, and community chief), clinical
observations, and the PRAT. Although the PRAT is supposed to be administered only at the 9-
month follow-up visit, some of the clinical staff members stated that it would be helpful to
administer it at every community-based follow-up visit because it provides comprehensive
information about factors affecting the reintegration process. They reported that they
immediately use this information to intervene in problem areas during follow-up visits, allowing
them to modify reintegration plans based on this progress monitoring.

However, they do not address the PRAT findings in the case management team meetings, and
discharge decisions for reintegrated clients (e.g., discontinuing monitoring activities) are based
only on the interviews and clinical observations, not the PRAT. They have collected the PRAT
data in order to assess reintegration outcomes of the TIP-RC Project, but they have not analyzed
the results. Furthermore, they have not collected other forms of data to assess their reintegration
outcomes, including the number of reintegrated clients that they have lost contact with before
discharge from the program. Also, they assume reintegrated clients will lose weight after
reintegration (due to food insecurity in normal community life) and they monitor this, via eye-
balling their weight, to determine if clients’ basic needs are being met by their post-reintegration
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caregivers. However, if they weighed clients before reintegration and at every community-based
follow-up visit, this could be another quantifiable data source used for progress monitoring and
assessing program effectiveness. Thus, these findings indicate that even though the TIP-RC uses
various forms of data to identify problems and develop interventions, they are missing
opportunities to monitor intervention effectiveness at both an individual and a programmatic
level.

3.4.4 Staff Self-Care Practices
Several authors have noted that working with VoT in victim assistance programs is stressful
work, which can negatively affect staff members’ physical and psychological well-being (I0OM,
2007; Surtees, 2013; Zimmerman et al., 2003; Zimmerman & Borland, 2009). Therefore, these
authors recommend that staff members regularly engage in self-care practices and receive
support from management, which includes providing emotional support and clinical supervision,
encouraging peer support, providing training on self-care and vicarious traumatization, and
encouraging a work-life balance.
Managers must be mindful that the stress confronting those providing care and services to
traumatized persons, such as trafficked victims, results in a variety of psychological
reactions that can cause secondary stress disorders and lead to secondary trauma. If
constant stress is allowed to build up over time ‘burnout’ can occur. (IOM, 2007, p. 141)

TIP-RC staff members stated that the most stressful parts of their job include: (a) dealing with
the judicial system; (b) interacting with implementing partners in the GOSL; (c) managing
externalizing problems (e.g., verbal and physical aggression) in residential clients; (d) coping
with high caseloads; (e) meeting documentation requirements; and (f) having long commutes to
work. All interviewed staff members indicated that they engage in self-care practices, such as
praying, singing, listening to music, and taking time off from work. However, few engage in
these practices on a regular basis, which is mostly due to having limited free time available,
being overly committed to work, and not seeing the importance of engaging in self-care
practices.

Yet, generally staff members stated that their passion to help VoT as well as the support
provided by WHI and their colleagues helped them cope with job-related stressors. Most felt
adequately supported and trained by WHI to complete their job responsibilities, although many
staff members indicated a strong desire to receive additional training “on any topic” to improve
their caregiving skills. In particular, respondents found the clinical supervision and support
provided at weekly staff meetings to be very beneficial, and they wanted this to be on-going. The
TCPS has also organized approximately one self-care retreat per year for staff members, as well
as offered shorter self-care opportunities in the regular schedule. She reported that the TIP-RC
staff members need space and time to be away from the demands of both work and home.
Additionally, the TCPS has found that having retreats that give space to staff members to openly
talk about their emotions is very important to help them cope with the demands of their jobs,
including their experiences with vicarious traumatization.

All interviewed staff members stated that they have experienced some elements of vicarious

traumatization, including physical symptoms (e.g., headaches), insomnia, loss of appetite,
emotional reactions (i.e., anger and sadness), and fear about loved ones being traumatized. This
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is exacerbated by the fact that many respondents reported previous traumatic experiences in their
own personal lives, such as war-related trauma, domestic violence, GBV, and human trafficking-
related experiences. According to IOM (2007),
A support person’s personal history of abuse or discrimination can play a role in the way
s/he is affected by a trafficked person’s story, and may even impede their work. Where
appropriate, it can be helpful to identify ways of broaching the subject of past abuse with
support persons. For some individuals, discussing their personal experiences and gaining
the understanding and support of management or colleagues can be a source of comfort
and strength. (p. 247)
WHI has provided opportunities for employees to process their past traumatic experiences, via
the caregiver training and the self-care retreats, which respondents stated were very healing and
they helped them develop empathy for their clientele. One key informant stated, “Sometimes
trauma hardens people and sometimes it softens people. For the shelter’s staff, it has generally
softened them.” Moreover, there was general agreement among respondents that neither job-
related stressors, nor vicarious traumatization have contributed to any staff retention issues.
Thus, WHI seems to be adequately supporting the TIP-RC staff members, even though their
individual use of self-care practices could be increased.

3.5 STABILIZATION AND RECOVERY OUTCOMES

A systematic review of peer-reviewed studies on the health risks of VoT — which primarily
focused on adult female sex trafficking victims — indicated that they experience a high
prevalence of physical, sexual, and mental health problems (Oram, Stockl, Busza, Howard, &
Zimmerman, 2012). The most commonly reported physical health problems are back pain,
stomach pain, headache, and memory problems. Moreover, these health problems are sufficiently
problematic to generally impair the overall functioning of female sex trafficking victims
(Zimmerman et al., 2006). VoT frequently experience a broad range of psychosocial difficulties
(e.g., hostility, shame, diminished coping capacity, and interpersonal problems), whereas
common psychiatric disorders include PTSD, anxiety disorders, mood disorders, dissociative
disorders, and substance-related disorders (Alexander, Kellogg, & Thompson, 2005; IOM, 2006;
Oram et al., 2012; Zimmerman et al., 2003, 2006). Studies (Abas et al., 2013; Ostrovschi et al.,
2011) have found that the prevalence of psychiatric disorders in female sex trafficking victims
range from 88% (immediately after emerging from their trafficking experiences) to 50% (6
months post-trafficking). These post-trafficking psychiatric disorders were independently
predicted by a history of childhood sexual abuse, a longer duration of trafficking experiences,
and post-trafficking stressors, including poor social support and greater unmet needs (Abas et al.,
2013). One of the only studies looking at the health outcomes in labor trafficking victims
concluded that both men and women trafficked for labor exploitation had high levels of physical
and mental health problems post-trafficking, although their symptom levels were not as high as
reported for female sex trafficking victims (Turner-Moss, Zimmerman, Howard, & Oram, 2013).
Overall, these physical and mental health outcomes are most likely due to the high levels of
physical violence, sexual violence, and other forms of abuse (e.g., abusive living and working
conditions, social restrictions, economic exploitation) often experienced by both sex and labor
trafficking victims (Oram et al., 2012; Turner-Moss et al., 2013; Zimmerman et al., 2003).
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Little is known about the physical or mental health outcomes for child trafficking victims
because of the paucity of systematic empirical research on this topic (Oram et al., 2012; Rafferty,
2013). Qualitative research in the Greater Mekong sub-region in Asia found that child trafficking
victims often experienced: (a) exploitation from a young age that negatively impacted their
physical and psychological development; (b) trauma due to experiencing or witnessing physical,
sexual, and psychological violence while trafficked; (c) physical problems due to the harsh
working and living conditions while trafficked; (d) long, and often multiple, periods of
exploitation; and (e) serious problems in their family-of-origin (e.g., abuse) before being
trafficked (Surtees, 2013).

As a result, child trafficking victims need specialized and developmentally appropriate aftercare
services for successful recovery (Surtees, 2013). Based on a systematic review of the aftercare
service delivery literature for child sex trafficking victims, Muraya and Fry (2016) state that the
recovery phase,
... is characterized by intense person-centered service provision aimed at restoring the
physical and mental health of the child and building their resilience while his or her legal
status is determined. Key services provided in this phase are legal aid, medical care,
psychosocial care, and accommodation. (p. 212)
There is consensus in the aftercare literature that these services should be comprehensive in
nature, including residential care, physical health care, mental health care, chemical dependency
treatment, education, vocational training, life skills education, and legal support (I0M, 2006;
Macy & Johns, 2011; Muraya & Fry, 2016; Surtees, 2013; Zimmerman et al., 2006). Although
there is agreement on the recommended aftercare services for the recovery of VVoT, there is
currently no research that assesses the impact of these services on outcomes related to the
stabilization and recovery of either adult or child trafficking victims (Muraya & Fry, 2016).

Also, there have been almost no published programs evaluations of trafficking victim assistance
programs that provide information about outcomes, especially in regards to quantitative data on
the impact of these programs on clients (Potocky, 2010). In one of the few program evaluations
of a comprehensive case management program for VoT in Florida, Potocky found 42% of client
goals were obtained, but there was documented improvement in only 36% of client outcomes
(i.e., shelter & food, medical, psychosocial needs, employment/education, literacy, legal &
immigration issues, and life skills) during the course of services. In addition, several of the
outcomes were correlated with each other (e.g., improvements in mental health were correlated
with improvements in employment/education and immigration status), which supports the need
to provide comprehensive care to VoT.

According to the TIP-RC’s logic model (see Annex 12), stabilization and recovery of VoT is the
intended outcome of the comprehensive aftercare services provided during residential care at the
shelter. All TIP-RC respondents stated that stabilizing clients before reintegration was very
important for reintegration to be successful. Otherwise, VoT are at a greater risk to be
stigmatized for their mental health symptoms, less able to form healthy social supports, and less
able to maintain adequate educational and vocational functioning once they are reintegrated.
Moreover, all of these possible negative outcomes increase their risk for future exploitation.
WHI believes that shelter-based care provides more intensive treatment than community-based
care, allowing trafficking victims to more quickly stabilize and recover.
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Therefore, the following indicators were used to determine how effective the TIP-RC Project has
been in stabilizing and recovering VoT during the course of residential care: (a) reduced physical
health symptoms; (b) reduced mental health symptoms, including trauma-related symptoms,
internalizing problems, and externalizing problems; (c) improved coping skills; (d) improved
prosocial behaviors; (e) improved self-confidence; (e) improved self-protection skills; (f)
improved academic and/or vocational functioning; and (g) improved spiritual resources. These
variables were chosen based on the factors associated with positive reintegration outcomes (see
Section 3.6 for a review of this research) because successful reintegration is the intended
outcome of client stabilization and recovery during residential care. Moreover, these indicators
were assessed by using the CCAT to measure the relevant stabilization and recovery outcomes at
baseline (i.e., within 2 weeks of admission), midpoint (i.e., about 3-4 months after admission),
and endpoint (i.e., about 1 week before leaving residential care).

Although the TIP-RC began utilizing the CCAT in August 2014 during the Ebola lockdown of
the shelter, data from the Ebola period was not utilized in the stabilization and recovery outcome
analyses because WHI was unable to obtain baseline CCAT data on clients in the shelter. During
the Ebola period, the mean length time between admission to the shelter and the first
administration of the CCAT was 6.2 months. Moreover, a review of the CCAT data from this
time period suggests several errors in administration, which reflects a possible learning curve in
regards to using the instrument.

Therefore, only CCAT data collected after the TIP-RC reopened in October 2015 was used. A
total of 30 residential clients were administered the baseline CCAT, although 2 clients were only
administered the client version and 2 other clients were only administered the clinician version.
The mean length time between residential admission and the administration of the baseline
CCAT was 6.1 days (SD = 8.7 days). The sample consisted of all female clients with a mean age
of 13.1 years (SD = 4.3 years), ranging from ages 6 to 25. Twenty-four clients were labor
trafficking victims (80%), 4 were sex trafficking victims (13%), and 2 were other victims
vulnerable to human trafficking (7%). For the trafficking victims in the sample, the mean length
of time spent in trafficking was 13.9 months (SD = 1 month), ranging from 2 days to 9 years.

Table 10 reports the descriptive statistics for the baseline administration of the CCAT. Due to the
reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a
higher frequency of symptoms or more serious problems. Although there was quite a bit of
variability between clients in regards to their reported rates of mental health symptoms and
psychosocial functioning when they entered residential care, the clients, on average, tended to
have more problems with trauma-related symptoms and poorer self-protection skills. Few TIP-
RC clients reported problems with utilizing spiritual resources to help them cope with stressors,
indicating that spiritual coping is commonly an area of strength for the clientele. Also, age at
admission was correlated significantly with the following baseline CCAT scales: Trauma (r =
A7, p =.01), Anxiety & Depression scale (r = .54, p =.003) and Confidence (r = -.41, p = .03).
Thus, older clients tended to report more trauma-related symptoms, more internalizing problems,
yet more self-confidence when admitted to the shelter. The total time spent in trafficking was
significantly and positively correlated with the following baseline CCAT scales: Hostility (r =
.73, p <.001), Prosocial Behavior (r = .46, p = .02), Confidence (r = .49, p = .01), and Coping
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Skills (r = .46, p = .02). This indicates that longer periods of trafficking-related exploitation was
associated with clients at admission having more externalizing problems, less prosocial
behaviors, less self-confidence, and less coping skills to manage on-going psychosocial
problems.

To explore comorbidities between outcomes at baseline, correlation coefficients were computed
for baseline CCAT scales, which are presented in Table 11. First, clients who reported more
trauma-related symptoms tended have more internalizing problems. Second, clients who
reported more hostility or externalizing problems at admission tended to have more internalizing
problems, less prosocial behaviors, less self-confidence, fewer coping skills, yet greater self-
protection skills. Lastly, clients who reported less self-confidence when they were admitted to
the shelter tended to demonstrate poorer educational and vocational functioning when they first
began attending the educational and vocational classes in the shelter.

Of the initial sample of 30 clients, only 24 were administered the midpoint CCAT, at a mean
length of 3.4 months (SD = 0.88 months) after being admitted to the TIP-RC. However, 4 of
these clients were only administered the client version and 2 clients were only administered the
clinician version. Of the 6 clients who were not administered the midpoint CCAT, 3 of them had
not been in residential care long enough to reach the midpoint administration timeframe, whereas
the remaining 3 clients were reintegrated without collecting midpoint CCAT data on them. Of
the initial sample of 30 clients, 13 clients have been reintegrated (43%), whereas 17 are currently
in residential care (57%). For the 13 reintegrated clients, the mean length of time in residential
care before reintegration was 3.4 months (SD = 1.72 months), ranging from 52 days to 6.4
months. However, only 8 of the 13 reintegrated clients were administered the endpoint CCAT,
including 1 client who was only administered the clinician version, at a mean length of 3.5
months (SD = 1.93 months) after being admitted to the shelter. It is important to note that the
means mentioned in this paragraph vary due to the inconsistent administration of the CCAT
(e.g., some of the clients administered the endpoint CCAT were different than the clients
administered the midpoint; and not all the reintegrated clients were administered the endpoint
CCAT).

Still, the mean length of time in residential care was significantly and positively correlated with
age at admission (r = .65, p =.02) and the total time spent in trafficking (r = .61, p =.04),
indicating that older clients and clients who experienced longer periods of trafficking-related
exploitation tended to spend more time in residential care before reintegration. The mean length
of time in residential care was also significantly and positively correlated with the following
baseline CCAT scales: Trauma (r = .62, p =.04), Anxiety & Depression (r = .87, p =.001), and
Coping Skills (r =.72, p =.01). This means that clients that were admitted to the TIP-RC with
more trauma-related symptoms, more internalizing problems, and poorer coping skills tended to
spend more time in residential care before being reintegrated.

Although it was initially planned to conduct a one-way repeated measures ANOVA to determine
changes in the CCAT scores over the 3 administration periods, this statistical analysis could not
be conducted because (a) a high percentage of the sample had not been in residential care long
enough to reach the endpoint administration timeframe; and (b) there were many missing data
points due to inconsistent administration of the CCAT. Instead, paired-samples t-tests were
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conducted between baseline CCAT scales and midpoint CCAT scales to determine if there were
any statistical changes between reported levels of symptoms during the course of residential care.
Paired-samples t-tests were also conducted between baseline CCAT scales and endpoint CCAT
scales to determine possible statistical changes from the beginning until the end of residential
care, although these analyses should be considered exploratory due to the small sample size. In
addition, Cohen’s d statistics were calculated to determine the effect size for each of these
analyses. Traditionally, d values of .2, .5, and .8 represent small, medium, and large effect sizes,
respectively.

Table 12 presents the results from the analyses comparing baseline to midpoint scores on the
CCAT. Overall, clients showed significant improvements, with mostly large effect sizes, on 7 of
the 10 CCAT scales, after a mean length of 3.4 months in residential care at the TIP-RC. In
particular, clients showed significant reductions in physical health problems, trauma-related
symptoms, and internalizing problems, as well as significant improvements in self-confidence,
educational and vocational functioning, coping skills, and self-protection skills. It is important to
note that these improvements occurred before the end of residential care; therefore, additional
gains could possibly occur over the remaining course of shelter-based care.

Table 13 presents the results from the exploratory analyses comparing baseline to endpoint
scores on the CCAT. Given the small sample size and the resulting low statistical power, it is
noteworthy that clients showed significant improvements, with large effect sizes, on 4 of the 10
CCAT scales between admission and discharge from residential care at the TIP-RC. In
particular, clients showed significant reductions in trauma-related symptoms and internalizing
problems, as well as significant improvements in coping skills and self-protection skills.
Although not statistically significant, clients also showed improvements, with large effect sizes,
in physical health and self-confidence.

Table 14 presents perception data from the TIP-RC clinical staff members about how beneficial
they view the various TIP-RC services in contributing to the stabilization and recovery of clients
while in residential care. As indicated in Table 14, clinical staff members believe that the
majority of the shelter services, and some of the reintegration services, are either extremely
beneficial or very beneficial in helping their clientele to stabilize and recovery. Moreover,
several TIP-RC key informants stated that an additional important factor in the stabilization and
recovery of clients is the facilitative conditions (e.g., empathy and unconditional positive regard)
of the therapeutic relationships established in the residential milieu. According to one staff
member, “The love and care provided by the staff are very important. Some clients have never
experienced this before. Even though they act out, everyone still loves them and accepts them.
This is key to the services being helpful.”” Still, it is important to note that the clinical staff
members generally felt that legal support was extremely beneficial in helping trafficking victims
heal from their exploitation, especially when perpetrators are punished. Yet, they provided lower
ratings for the legal support services offered by the TIP-RC Project because they are currently
insufficient in obtaining justice for the majority of their clientele.
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Table 10

Descriptive Statistics for the Baseline CCAT Scales

Scale n M SD Minimum Maximum  Range
Trauma 28 2.10 .66 1.00 3.63 2.63
Anxiety & Depression 28 1.83 51 1.13 2.88 1.75
Hostility 28 1.59 .65 1.00 3.50 2.50
Prosocial Behavior 28 1.62 .26 1.20 2.29 1.09
Confidence 28 1.71 .38 1.00 2.60 1.60
Spirituality 25 1.32 37 1.00 2.00 1.00
Physical Health (Item 1) 28 1.64 .83 1.00 4.00 3.00
Educational/Vocational 28 1.56 71 1.00 3.88 2.88
Coping Skills 28 1.54 41 1.00 2.86 1.86
Self-Protection Skills 28 2.04 50 1.17 3.33 2.17

Note. CCAT scores are based on a Likert scale from 1 to 4, with 1 indicating “not at all” or “not
at all a problem” and 4 indicating “always” or “serious problem.”
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Table 11

Zero-Order Correlations Between Baseline CCAT Scales

Scale 1 2 3 4 5 6 7 8 9 10
1. Trauma 1.00

2. Anxiety/Depression  .65*** 1.00

3. Hostility 32 .59** 1.00

4. Prosocial Behavior -12 18 42* 1.00

5. Confidence -.23 .02 A49** 47*  1.00

6. Spirituality -.29 .09 20 -20 11 1.00

7. Physical Health 24 -17 -08 -01 -08 -25 1.00

8. Education/VVocation ~ -.03 -06 .27 14 48 20 12 1.00

9. Coping Skills .36 21 45 -10 17 22 36 .32 1.00
éok'“ie'f'PmteC“O” .02 10 -42¢ 03 -17 -0l -15 .00 -17 1.00
*p<.05 **p<.01 ***p<.001
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Table 12

Paired-Samples T-Tests and Effect Sizes Between Baseline and Midpoint CCAT Scales

Baseline Midpoint

Scale M SD M SD df t Cohen’s d
Trauma 196 .55 145 .36 21 5.83*** 1.24
Anxiety & Depression 1.77 .45 141 40 21  5.20*** 1.11
Hostility 149 .63 1.40 .57 21 1.77 0.38
Prosocial Behavior 161 .24 151 .15 21 185 0.40
Confidence 1.70 .40 1.38 .40 21 4.11** 0.88
Spirituality 1.37 .35 1.32 .70 18  0.29 0.06
Physical Health 147 61 1.00 .00 18  3.38** 0.77
Educational/Vocational 1.57 .80 1.26 .50 17 2.34* 0.55
Coping Skills 155 42 1.25 .25 18 4.44%** 1.02
Self-Protection Skills 215 48 1.34 .37 198  7.00** 1.61
*p<.05 **p<.01 ***p<.001
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Table 13

Paired-Samples T-Tests and Effect Sizes Between Baseline and Endpoint CCAT Scales

Baseline Endpoint
Scale M SD M SD df t Cohen’s d
Trauma 245 81 1.52 .39 6 4.67** 1.76
Anxiety & Depression 1.77 .50 1.34 .26 6 3.98** 1.50
Hostility 1.28 .33 1.23 .39 6 0.57 0.22
Prosocial Behavior 153 .29 149 .19 6 0.28 0.10
Confidence 1.34 .25 117 .18 6 2.12 0.80
Spirituality 1.19 .26 1.14 .18 6 0.42 0.16
Physical Health 1.88 1.13 1.00 .00 7 2.20 0.78
Educational/Vocational 123 31 1.04 .08 7 1.67 0.59
Coping Skills 1.58 .27 1.30 .25 7 3.51* 1.24
Self-Protection Skills 200 .71 123 .21 7 3.57** 1.26

*p<.05 **p<.0l **p<.001
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Table 14

Perception Data from Clinical Staff Members about the Contribution of TIP-RC
Services Towards the Stabilization and Recovery of Residential Clients (n=5)

TIP-RC Services M SD
Residential care 3.6 0.5
Medical care 4.0 0.0
Health education 3.2 0.8
Individual counseling 3.8 0.4
Group counseling 3.3 0.6
Psychoeducation & life skills training 3.8 0.5
Educational services 2.6 0.5
Vocational training 2.6 0.5
Social and recreational activities 34 0.5
Family tracing 4.0 0.0
Family bonding visits 3.8 0.4
Client assessments 3.7 0.6
Family assessments 2.6 0.5
Community assessments 2.8 0.8
Family mediation 3.8 0.4
Family education on TIP & child protection issues 3.4 0.9
Community education on TIP & child protection issues 3.4 0.5
Legal support 3.2 1.1

Note. Ratings are based on a Likert scale from 1 to 4, with 1 indicating “not
beneficial” and 4 indicating “extremely beneficial.”
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3.6 REINTEGRATION OUTCOMES

Successfully reintegrating VoT back into normal community life is the goal of most trafficking
victim assistance programs. However, the human trafficking aftercare literature lacks an
operational definition of successful reintegrations, which hinders the ability of organizations to
measure reintegration outcomes (Muraya & Fry, 2016). Currently, there is no empirical research
that measures rates of reintegration outcomes after the provision of victim assistance (Potocky,
2010). Essentially, there are no established norms regarding reintegration outcomes for aftercare
programs.

Crawford and Kaufman (2008) attempted to assess reintegration outcomes through a systematic
analysis of case files at a NGO in Nepal, which provides aftercare services to female survivors of
trafficking or GBV based on current best practices. Their findings were limited because
reintegration outcomes were not scaled. Yet, Crawford and Kaufman concluded that three-
quarters of the sample were reintegrated in their home villages and were accepted by their family
members. In a program evaluation of the Cambodian government’s victim assistance program
for VoT, both NGO personnel and government social workers estimated that only 50% of cases
had positive reintegration outcomes due to high rates of poverty and psychosocial problems for
reintegrated clients (Sammon, 2009). However, these are just estimates and they are not based on
measured outcomes. Another program evaluation of three victim assistance programs providing
comprehensive case management services for child trafficking victims in the United States
reported that the programs lost contact with a significant portion of their clientele during the
course of service provision, ranging from 15%-51% of the cases closed by the programs (Gibbs,
Hardison Walters, Lutnick, Miller, & Kluckman, 2015). As a result, Gibbs et al. stated that
losing contact with clients should be considered a primary outcome of program evaluations for
child trafficking assistance programs. They also suggested that other outcome areas that should
be assessed include indicators of safety, well-being, permanent connections, and self-sufficiency.

Furthermore, there has been limited empirical research looking at the factors associated with
positive or negative reintegration outcomes, with the majority of the studies being qualitative in
nature and only two being peer-reviewed (Arensen et al., 2004; Brunovski & Surtees, 2012;
Chenda, 2008; Crawford & Kaufman, 2008; Jobe, 2010; Reimer et al., 2007; Surtees, 2013). A
review of this literature found preliminary evidence that the following community or family
factors are associated with negative reintegration outcomes: (a) poor environmental conditions in
the reintegration community (e.g., economic and social difficulties, limited employment and
educational opportunities, gender inequality, and civil conflict); (b) community or family stigma;
(c) limited family support or unresolved problems in the family-of-origin; and (d) the lack of
sustainable income in the reintegration family. The following client factors seem to be associated
with negative outcomes post-reintegration: (a) chronic physical health problems; (b) on-going
mental health problems or psychosocial difficulties; (c) limited prosocial behaviors (e.g., social
withdrawal, aggression, and overtly sexualized behaviors); and (d) limited educational or
vocational skills. There is some preliminary evidence that unassisted VoT (i.e., not receiving any
formal victim assistance support following trafficking experiences) often had worse reintegration
outcomes, even though healthy family dynamics, social support, and positive social context
helped some unassisted VoT overcome their trafficking experiences (Surtees, 2013).
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To supplement the limited research available on factors associated with reintegration outcomes,
the literature on reintegrated former child soldiers in Sierra Leone was reviewed (Betancourt,
Agnew-Blais, Gilman, Williams, & Ellis, 2010; Betancourt, Borisova, et al., 2010; Betancourt,
Brennan, et al., 2010; Betancourt, McBain, & Brennan, 2014; Betancourt, McBain, Newnham, &
Brennan, 2013; Betancourt, Newnham, McBain, & Brennan, 2013; Betancourt et al., 2008;
Borisova et al., 2013).
Although there are some distinct differences between VVoT and former child soldiers,
there are several characteristics of this population that make them similar to the TIP-RC
clientele including: (a) they are Sierra Leonean children who generally experienced
involuntary separation from their families; (b) they were primarily used as domestic
slaves (e.g., cooking, laundering, and carrying heavily loads); and (c) a high frequency of
the females were raped or sexually abused during their war-time experiences. (Betancourt
et al., 2008 as cited in Barnett, 2013, p. 30)
Longitudinal research on the reintegration of former child soldiers in Sierra Leone found that
their long-term mental health after reintegration was affected by both war-related trauma
exposure and post-conflict contextual factors. High trauma exposure during the war, especially
surviving rape or perpetrating violence against others, was a risk factor for poor psychosocial
adjustment after reintegration. In addition, the following post-conflict risk factors were
associated with poor psychosocial adjustment after reintegration: community stigma, economic
hardships, and family abuse or neglect after reintegration. Former child soldiers who lacked
support after reintegration, due to community stigma or family maltreatment, generally had
worsening mental health symptoms, including internalizing problems (i.e., depression and
anxiety), externalizing problems (i.e., aggression and hostility), and posttraumatic stress
symptoms. However, several post-conflict protective factors fully or partly mitigated the
negative effects of war experiences and post-conflict risk factors on the long-term mental health
of reintegrated former child soldiers. These protective factors include community acceptance,
family acceptance, social support, caregiver-child communication about war-related experiences,
and access to education.

Based on the above research findings and qualitative data from the 2013 TIP-RC Evaluation
(Barnett, 2013), the following indicators were used to determine how effective the TIP-RC
Project has been in successfully reintegrating VoT in the Sierra Leonean community: (a) the
percentage of reintegrated clients the TIP-RC maintained contact with until discharge from
program; (b) low levels of exploitation risk factors in reintegrated clients; (c) high levels of
psychosocial adjustment in reintegrated clients; (d) high levels of family acceptance and support
experienced by reintegrated clients; (e) high levels of community acceptance experienced by
reintegrated clients; and (f) high levels of academic or vocational functioning in reintegrated
clients. This was assessed using data collected from the PRAT, which is supposed to be
administered to reintegrated clients about 9 months post-reintegration.

At the time of the 2013 TIP-RC Evaluation (Barnett, 2013), the TIP-RC recorded the date of last
known contact with reintegrated clients, if they lost contact with them before they were fully
discharged from the program (i.e., before reintegration support services were discontinued).
However, the TIP-RC no longer tracks this information partially because they have lost contact
with very few reintegrated clients during the course of the project. Key informants at the TIP-RC
stated that out of the 89 reintegrated clients, they have lost contact with approximately 3 of them
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before fully discharging them from the program (3% of all reintegrated clients). This reported
frequency and percentage should be used cautiously because its accuracy could not be verified
by any TIP-RC documentation.

At the time of the field research, the TIP-RC had only been reopened for 8 months; therefore,
there was not enough PRAT data collected on TIP-RC clients from this time period to complete
the desired data analyses. Thus, the PRAT data from the post-Ebola period was combined with
the PRAT data collected from the Ebola period to increase the sample size. This sample included
a total of 18 reintegrated clients who were administered the PRAT, including 11 clients from the
Ebola period (61%) and 7 clients since the shelter reopened in October 2015 (39%). The mean
length of time in residential care before reintegration was 10.7 months (SD = 7.6 months),
ranging from 52 days to 2.03 years. It is important to note that the length of residential care is
impacted by the sample consisting of a high percentage of clients from the Ebola period, when
the TIP-RC could not reintegrate clients for at least for 6 months or more due to the National
State of Emergency and the resulting travel restrictions around the country. Correlation
coefficients were computed between the mean length of time in residential care and the PRAT
scales: Trauma (r =-.35, p =.17), Anxiety & Depression (r =-.08, p =.76), Hostility (r =-.09, p
=.74), Prosocial Behavior (r = .02, p =.95), Confidence (r = -.29, p = .26), Spirituality (r = -.42,
p = .10), Educational/Vocational Functioning (r = -.10, p = .68), Coping Skills (r = .13, p = .60),
Self-Protection Skills (r =-.19, p = .45), Family Acceptance & Support (r = .25, p = .34),
Community Acceptance (r = -.21, p = .42), Family Risk Factors (r = .15, p =.59), and
Community Risk Factors (r = .00, p =.99). Because no significant correlations were found from
these analyses, it was determined that the mean length of time in residential care was not
significantly related to any of the reintegration outcomes and it should not be problematic to
include the PRAT data from the Ebola period in the rest of the data analyses.

The total sample consisted of all female clients with a mean age of 10.8 years (SD = 3.4 years),
ranging from ages 6 to 17. Eight clients were labor trafficking victims (45%), 4 were sex
trafficking victims (22%), and 6 were other victims (i.e., primarily rape victims) vulnerable to
human trafficking (33%). There was incomplete data to calculate the mean time spent in
trafficking for the trafficking victims in the sample. Of the total sample of 18 reintegrated clients,
5 of these clients were reintegrated into communities with an active VPG or WMF (28%). Due to
the small sample size as well as the fact that four of these clients were reintegrated into the same
community, this data was not utilized for additional analyses. The mean length time between
reintegration and the administration of the PRAT was 7.8 months (SD = 3.7 months), ranging
from 2 months to 15.1 months. This variability is due to WHI temporarily moving up the
timeframe of the PRAT administration for several post-Ebola clients in order to provide more
data for this evaluation. It is important to note that several of the demographic variables for this
sample vary significantly in comparison to the sample used in the data analyses for the
stabilization and recovery outcomes, as well as the descriptive statistics for the overall TIP-RC
clientele (see Section 2.2.5). Therefore, this sample is not completely representative of the TIP-
RC clientele, and any findings from these analyses should be considered as exploratory and not
authoritative.

Table 15 reports the descriptive statistics for the baseline administration of the PRAT. Due to the
reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a
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higher frequency of symptoms or more serious problems. On average, the reintegrated clients
tended to report more trauma-related symptoms and internalizing problems, whereas few
problems were identified for physical health symptoms, coping skills, and community risk
factors after a mean length of 8 months post-reintegration. Due to the sample not being fully
representative of the TIP-RC clientele, correlation coefficients were not conducted between
demographic variables and the PRAT scales. In order to determine the percentage of the sample
that had good reintegration outcomes and poor reintegration outcomes for each variable
measured, the reintegrated clients (n = 18) were categorized based on their mean scores for each
PRAT scale using the following criteria: Good Outcomes (M = 1.00-2.49) and Poor Outcomes
(M = 2.5-4.0). The criteria used to indicate Poor Outcomes mean that clients reported on average
at least a moderate frequency of symptoms or the TIP-RC clinicians identified on average at least
a moderate problem-level for the reintegrated clients. Table 16 presents an overview of the
frequencies and percentages of reintegrated clients categorized with Good Outcomes and Poor
Outcomes for each of the PRAT scales.

Of the 18 reintegrated clients, only 9 of these clients were administered the endpoint CCAT
before they were reintegrated. Although these analyses should be considered exploratory due to
low statistical power related to the small sample size, paired-samples t-tests were conducted
between these endpoint CCAT scales and the PRAT scales to determine possible statistical
changes from the end of residential care until, on average, 8 months after reintegration. In
addition, Cohen’s d statistics were calculated to determine the effect size for each of these
analyses. Table 17 presents the results from the exploratory analyses comparing the endpoint
CCAT scales to the PRAT scales. Even with the small sample size, clients showed significant
increases in self-reported symptoms and identified problems, with large effect sizes, on 5 of the
10 CCAT/PRAT scales between discharge from residential care and, on average, 8 months after
reintegration. In particular, clients showed significant increases in trauma-related symptoms and
internalizing problems, as well as significant declines in self-confidence, spiritual resources, and
self-protection skills. This means that gains were not maintained in these areas once clients were
reintegrated into normal Sierra Leone community life. Because most of this sample was not
administered the baseline CCAT, it is unknown whether these reintegrated clients returned to a
level functioning similar to when they entered the TIP-RC.

Table 18 presents perception data from the TIP-RC clinical staff members about how beneficial
they view the various TIP-RC services in contributing to positive reintegration outcomes in
clients 12 months after reintegration. As indicated in Table 18, clinical staff members believe
that the majority of the shelter services and the reintegration support services are either
extremely beneficial or very beneficial in helping clients experience successful reintegration into
Sierra Leone society. This indicates that the clinical staff members believe that VoT benefit from
the provision of comprehensive services, which corresponds with international best practices and
the recommendations in the aftercare service delivery literature (I0M, 2006; Macy & Johns,
2011; Muraya & Fry, 2016; Potocky, 2010; Surtees, 2013; Zimmerman et al., 2006). However,
the clinical staff members, on average, thought that the following TIP-RC services were only
somewhat beneficial in contributing to positive reintegration outcomes: shelter-based educational
services, shelter-based vocational services, shelter-based social and recreational activities, and
the reintegration support packages. Overall, they believe that the social and recreational activities
in the shelter are beneficial for stabilizing clients, but they have a less significant impact on
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reintegration outcomes. Conversely, clinical staff members generally thought that the other
identified service areas need to be improved in order to facilitate better reintegration outcomes.

Table 15

Descriptive Statistics for the PRAT Scales

Scale n M SD Minimum Maximum  Range
Trauma 17 2.08 57 1.00 3.25 2.25
Anxiety & Depression 17 2.18 49 1.13 2.94 1.81
Hostility 17 1.61 .56 1.00 2.67 1.67
Prosocial Behavior 17 1.66 45 1.00 2.71 1.71
Confidence 17 1.81 42 1.20 3.00 1.80
Spirituality 17 1.61 47 1.00 2.33 1.33
Physical Health (Item 1) 18 1.00 .00 1.00 1.00 0.00
Educational/Vocational 18 1.93 1.18 1.00 4.00 3.00
Coping Skills 18 1.19 .28 1.00 2.00 1.00
Self-Protection Skills 18 1.77 .83 1.00 3.50 2.50
Family Acceptance 17 1.87 59 1.00 3.20 2.20
Community Acceptance 17 1.73 .50 1.00 2.60 1.60
Family Risk Factors 16 1.89 .67 1.00 2.86 1.86
Community Risk Factors 16 1.03 10 1.00 1.40 0.40

Note. PRAT scores are based on a Likert scale from 1 to 4, with 1 indicating “not at all” or “not
at all a problem” and 4 indicating “always” or “serious problem.”
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Table 16

Categorization of Reintegration Outcomes Based on PRAT Scale Scores

Good Poor
Outcomes Outcomes
Scale n % n %
Exploitation Risk Factors
Physical Health 18 100 0 0
Family Risk Factors 12 75.0 4 25.0
Community Risk Factors 16 100 0 0
Psychosocial Adjustment
Trauma 13 76.5 4 23.5
Anxiety & Depression 11 64.7 6 35.3
Hostility 15 88.2 2 11.8
Prosocial Behavior 16 941 1 5.9
Confidence 16 941 1 5.9
Spirituality 17 100 0 0
Coping Skills 18 100 0 0
Self-Protection Skills 13 722 5 27.8
Family Acceptance & Support 15 88.2 2 11.8
Community Acceptance 16 941 1 5.9
Educational/Vocational Functioning 11 611 7 38.9

Note. The table indicates the frequency and percentage of cases who
obtained mean scores for each PRAT scale based on the following

criteria: Good Outcomes (M = 1.00-2.49) and Poor Outcomes

(M = 2.5-4.0)
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Table 17

Paired-Samples T-Tests and Effect Sizes Between Endpoint CCAT Scales and PRAT Scales

T
Scale M SD M SD df t Cohen’s d
Trauma 131 21 200 .58 8 -2.92* -0.97
Anxiety & Depression 1.49 .26 222 44 8 -4.25** -1.42
Hostility 1.23 .17 1.63 .59 8 -2.17 -0.72
Prosocial Behavior 151 .13 1.58 .30 8 -0.65 -0.22
Confidence 137 31 1.80 .26 8 -2.62* -0.87
Spirituality 1.04 11 1.63 .48 8 -3.83** -1.27
Physical Health 1.11 .33 1.00 .00 8 1.00 0.33
Educational/Vocational 1.04 .06 181 112 8 -2.10 -0.70
Coping Skills 1.21 .20 1.25 .33 8 -0.29 -0.10
Self-Protection Skills 1.15 .15 201 .73 8 -3.68** -1.23
*p<.05 **p<.01 ***p<.001
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Table 18

Perception Data from Clinical Staff Members about the Contribution of TIP-RC
Services Towards Positive Reintegration Outcomes (n=5)

TIP-RC Services M SD
Residential care 3.0 0.7
Medical care 3.8 0.4
Health education 3.4 0.5
Individual counseling 3.4 0.9
Group counseling 3.0 0.0
Psychoeducation & life skills training 3.3 0.5
Educational services 2.6 0.9
Vocational training 2.4 1.1
Social and recreational activities 2.8 0.8
Family tracing 4.0 0.0
Family bonding visits 4.0 0.0
Client assessments 3.7 0.6
Family assessments 3.4 0.9
Community assessments 3.4 0.5
Family mediation 3.8 0.4
Family education on TIP & child protection issues 3.8 0.4
Community education on TIP & child protection issues 3.0 0.7
Reintegration support packages 2.4 0.5
Monitoring phone calls 3.2 0.8
Community-based monitoring visits 3.6 0.5
Legal support 3.0 1.0

Note. Ratings are based on a Likert scale from 1 to 4, with 1 indicating “not
beneficial” and 4 indicating “extremely beneficial.”
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4.0 CONCLUSIONS

Based on the reviewed findings, it can be concluded that the TIP-RC Project has obtained
successful results in a challenging environment. There is substantial evidence that the TIP-RC
provides high quality, comprehensive aftercare services for primarily young female VoT in
Sierra Leone. WHI has successfully adapted recommendations from the aftercare service
delivery literature (see Grant & Hudlin, 2007; Macy & Johns, 2011; Muraya & Fry, 2016) to
offer an effective program model that meets the holistic needs of trafficking victims in a low
resourced environment, characterized by the lack of adequate social services and limited
qualified service providers. The conclusions for each evaluation question will be reviewed in
more detail below, but as a whole, they provide considerable support for the TIP-RC Project to
be considered a best practice model for child trafficking victim assistance programs in West
Africa.

However, one of the major weaknesses of the TIP-RC Project is that it lacks a sustainability plan
in regards to funding. This is partly due to the lack of funding from the GOSL. Yet, another
reason involves the inherent problems of providing high quality comprehensive care; it is more
expensive to provide these services than to offer either limited community-based services or a
lower standard of care. Currently, offering comprehensive aftercare services is the gold standard
for trafficking victim assistance programs (Macy & Johns, 2011; Muraya & Fry, 2016), but it is
very expensive to implement all the recommended practices from the aftercare service delivery
literature. In fact, many of the areas in the TIP-RC service delivery model that have been
identified as needing improvement (e.g., legal support, reintegration monitoring practices, and
reintegration support packages) are due to either staffing or resource limitations based on their
current funding levels. It is currently unknown what level of aftercare services are needed to
obtain successful reintegration outcomes for VoT, yet there is some preliminary evidence that
trafficking victims do better post-reintegration when they have been provided comprehensive
victim assistance (Surtees, 2013). Even though high quality comprehensive aftercare services are
initially more expensive to provide, it is possible that they offer a better long-term investment in
protecting trafficking victims, if less expensive victim assistance models result in poorer
reintegration outcomes. Future research studies and program evaluations of victim assistance
programs are needed to answer these questions. In the meantime, there is ample evidence from
this evaluation that the TIP-RC program model is generally effective in supporting the recovery
of primarily child trafficking victims and then successfully reintegrating them into normal
community life in a low resourced country.

41  COOPERATION WITH PARTNER ORGANIZATIONS

Adequate victim protection and assistance require the development of interdisciplinary and
collaborative partnerships between government agencies, law enforcement, human service
providers, and NGOs (Gjermeni & Van Hook, 2012; Macy & Johns, 2011; Okech, Morreau, &
Benson, 2011; Reimer, Langeler, Sophea, & Montha, 2007; Surtees, 2013). Even in well-
resourced countries, inter-agency collaboration between service providers is necessary to provide
comprehensive aftercare services (Macy & Johns, 2011). In low resourced countries with limited
service providers, these collaborative partnerships are even more important. The TIP-RC service
delivery model is based on building and maintaining these interdisciplinary and collaborative
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partnerships in order to provide a high quality of care while controlling, or even decreasing,
program costs. Because WHI had a long track-record of engaging in reputable anti-trafficking
work in Sierra Leone before establishing the TIP-RC Project, WHI had an easier time forming
the partnerships needed to support and enhance this project. Overall, cooperation with partner
organizations contributes to the TIP-RC program model in several ways, including: (a) receiving
official recognition from the GOSL,; (b) improving victim identification and the use of referrals
mechanisms to obtain psychosocial care for identified victims; (c) providing free or discounted
medical care to adequately address clients’ physical health problems; (d) offering residential care
through alternative care providers for referred cases that do not meet the TIP-RC’s residential
admission criteria and for clients who cannot be reintegrated with family members; (e)
supplementing the TIP-RC’s reintegration support services with assistance from implementing
partners (e.g., helping with family tracing and monitoring reintegrated cases); and (f) offering
some assistance with their clients” immigration and legal issues. Developing collaborative
partnerships with a wide range of organizations is one of the key factors in the TIP-RC’s ability
to provide high quality comprehensive aftercare services in Sierra Leone.

However, the TIP-RC Project has faced significant problems in providing effective legal support
to VoT in Sierra Leone. There are substantial systemic problems in both the SLP and the
judiciary, which negatively impact human trafficking related prosecutions and convictions in
Sierra Leone. Addressing the majority of these issues is beyond the scope of the TIP-RC Project.
Yet, the TIP-RC program model has been effective in increasing trafficking victims’ access to
the justice system, but this has not translated into increased convictions of TIP perpetrators in
Sierra Leone. Due to the high cost of legal services in Sierra Leone, without additional program
funding, WHI is unlikely to promote increased prosecutions and convictions of trafficking-
related offenses. Still, the TIP-RC Project may make a dent in these problems if WHI focuses
more intensely on developing stronger partnerships with legal service providers and other human
rights groups in Sierra Leone.

In fact, there is clear evidence that WHI has a strong ability to build collaborative relationships
with partner organizations and then use these relationships to effectively address implementation
issues. One of their biggest challenges has been addressing problems caused by implementing
partners’ lack of consistency in following policies established by the TIP National Task Force.
TIP-RC staff members have used their strong relationships with partner organizations to
persistently address these problems, while advocating for trafficking victims and teaching other
organizations about appropriate child and victim protection practices. This approach has worked
quite well in the Sierra Leone context. Indeed, all interviewed partner organizations reported
having an excellent relationship with WHI, while also stating that the TIP-RC Project has
significantly improved the protection of VoT in Sierra Leone. Therefore, WHI should be
encouraged to leverage its relationship building skills to increase its collaborative partnerships
with legal organizations in order to better address their clients’ legal needs.

4.2 REFERRAL AND SCREENING PROCEDURES
Both the referral and screening procedures at the TIP-RC are very strong and are in compliance

with best practices from the victim identification literature (IOM, 2007; Macy & Graham, 2012).
Yet, a unique feature of these processes is that they are built on the foundation developed from
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WHI’s TIP Prevention Program as well as their well-established collaborative relationships with
partner organizations in Sierra Leone. WHI conducted TIP-related trainings in Sierra Leone for
several years before the onset of the TIP-RC Project, and the shelter began as a natural
consequence of the increased identification of VoT as a result of their TIP Prevention Program.
The TIP-related trainings provided by the TIP-RC Project are based on the resources and
connections developed from the earlier TIP Prevention Program. In fact, it was difficult for WHI
staff members to differentiate between TIP trainings funded by the two different programs. Still,
there is evidence that the TIP-related trainings from the TIP-RC Project, in addition to WHI’s
strong focus on relationship building with partner organizations, have improved the ability of the
GOSL and other organizations to accurately identify and refer VoT to the shelter. Also, WHI’s
efforts (i.e., the development of the TIP Assessment Tool, the TIP-related trainings, and their
involvement on the TIP National Task Force) have helped the GOSL to strengthen the national
referral mechanism, increasing the likelihood that child trafficking victims in Sierra Leone are
being systematically identified, protected, and supported in their recovery process. These would
not have been accomplished without WHI’s persistence in advocating for VoT and their strong
focus on training and collaborating with partner organizations. Yet, this is still a work in
progress, and WHI should continue advocating and training on TIP issues to further improve
accurate victim identification and the consistent use of the TIP national referral mechanism.

43 REINTEGRATION SUPPORT SERVICES

Reintegration support services are necessary to help trafficking victims re-enter normal
community life with independent and adaptive functioning (Arensen et al., 2004; Muco, 2013;
Surtees, 2013), which is the end goal of most trafficking victim assistance programs. Overall, the
reintegration support services provided by the TIP-RC Project generally comply with
recommended practices in the aftercare service delivery literature (IOM, 2007; Muraya & Fry,
2016). These services generally strengthen the program model and contribute to successful
reintegration outcomes, even though there are some weaknesses present in their current service
delivery model. In general, TIP-RC staff members adequately assess and prepare clients,
families, and communities for reintegration. They show strength in their ability to thoroughly
assess, identify, and address the relevant protective factors and risk factors for reintegration, even
though this could be further strengthened by incorporating additional data-based decision making
practices (see Section 4.4). WHI has adapted best practices to the African context by including
community stakeholders in both the assessment process and during reunification procedures,
while maintaining key elements of client confidentiality (i.e., not sharing the purpose of their
exploitation). The TIP-RC service delivery model also includes generally adequate post-
reintegration monitoring practices, although they are not currently in compliance with the
recommended best practices regarding the frequency of monitoring visits (IOM, 2007). The TIP-
RC makes up for some of this deficiency by utilizing implementing partners and other supportive
community members to monitor reintegrated clients. Plus, when they do conduct community-
based follow-up visits, they are comprehensive and thorough, allowing them to be responsive to
their reintegrated clients’ needs.

Overall, the TIP-RC’s reintegration support services are comprehensive. They are not

disregarding any essential practices that could help improve their clients’ functioning post-
reintegration, but instead, the weaknesses in their current service delivery model generally
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involve not providing sufficient levels of some of these services, as recommended in the
aftercare service delivery literature (I0M, 2007; Muraya & Fry, 2016). The main weaknesses in
their reintegration support services include: (a) not providing enough family bonding visits; (b)
not sufficiently resourcing or supporting families to make their income generating projects
sustainable; and (c) conducting fewer community-based follow-up visits for reintegrated clients
than recommended. Key informants at WHI acknowledge these problems, stating that they
would like to be in full compliance with international best practices. However, they cannot afford
to do this given their current staffing levels and funding limitations. Therefore, their current
service delivery model tries to balance the needs of their reintegrated clientele, while also
operating within certain financial limitations. As will be discussed in Section 4.6, this
compromised practice has not generally interfered with the TIP-RC’s ability to obtain positive
reintegration outcomes, except for the outcomes related to the income generating projects.

44  STAFF CAPACITY OUTCOMES

One of the significant difficulties of operating victim assistance programs in low resourced
countries is that there are few professionally trained and qualified service providers. Low
resourced countries usually lack a well-develop social service system and generally have few, if
any, graduate-level training programs in the human service fields. This was the problem that
WHI faced in Sierra Leone. Because the provision of high quality aftercare services is a labor
intensive process, requiring highly skilled service providers, WHI addressed this implementation
issue by: (a) hiring Sierra Leonean staff members with the appropriate soft qualities to be
competent caregivers; (b) employing an expatriate staff member with the appropriate clinical
credentials to fill the TCPS/clinical supervisor role; and (c) providing on-going training and
clinical supervision to all staff members throughout the course of the project. These efforts have
paid off because there is ample evidence from this evaluation to indicate that WHI has developed
the professional capacity of the TIP-RC staff members to generally competent levels in several
domains, including: (a) providing trauma-informed care; (b) developing and implementing
appropriate treatment plans and reintegration plans; (c) engaging in several aspects of data-based
decision making; and (d) managing job-related stress via organizational support and some use of
self-care practices.

One of the greatest strengths of the TIP-RC staff is their ability to provide a high level of trauma-
informed care, which is a strongly recommended service delivery practice for trafficking victim
assistance programs (Clawson et al., 2008; Johnson, 2012; Macy & Johns, 2011; Muraya & Fry,
2016; Zimmerman & Borland, 2009). In general, staff members, especially the clinical staff
members, understand the effects of trauma on clients and try to build healthy therapeutic
relationships with the residential clients. Moreover, the care provided at the TIP-RC emphasizes
trauma recovery and client empowerment. However, staff members showed a weakness in being
able to fully utilize trauma-informed practices to manage externalizing problems in residential
clients, including physical and verbal aggression. Not all TIP-RC clients are admitted to
residential care with externalizing problems, but for highly symptomatic clients, the TIP-RC staff
members struggle with managing and reducing their hostility and aggression. Although the
relational approach utilized by the staff members to intervene with dysregulated clients is not
likely to re-traumatize them or impede their recovery process, it is also not very effective in
reducing externalizing behaviors. Based on recommendations in the trauma-informed care
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literature (Elliot et al., 2005), WHI should start to address this problem by requiring all clients to
have an individualized safety or crisis management plan that includes identified triggers and
preferred de-escalation strategies based on client feedback. Additionally, WHI should train staff
members to develop and apply individualized behavior modification programs in the residential
milieu with the most highly symptomatic clients, which could reduce some of their emotional
and behavioral dysregulation while in residential care.

Based on the evidence available, the chart reviews indicated that the TIP-RC clinical staff
members are generally developing and implementing appropriate treatment plans and
reintegration plans, which are in line with the recommendations in the aftercare service delivery
literature (see Clawson et al., 2008; Macy & Johns, 2011; Muraya & Fry, 2016; Williamson et
al., 2010). In comparison to the 2013 TIP-RC Evaluation (Barnett, 2013), the clinical staff
members have grown significantly in their ability to independently conceptualize cases, plan
interventions, and provide peer supervision during the case management team meetings, which is
indicative of a higher level of staff capacity. In addition, the clinical staff members are
effectively using data to identify problems and develop interventions, but they are not adequately
using data to monitor intervention effectiveness at both an individual and a programmatic level.
Some of these limitations could be overcome with some additional training and new operating
procedures (e.g., making sure the midpoint CCAT is consistently administered, and requiring the
discussion of the CCAT and PRAT findings in case management team meetings before making
reintegration and discharge decisions). However, based on the lack of treatment outcomes or
reintegration outcomes reported in the aftercare service delivery literature (Muraya & Fry, 2016;
Potocky, 2010; Rafferty, 2013), the TIP-RC probably utilizes data-based decision making more
consistently than is standard practice in most victim assistance programs. Nevertheless, their
record keeping practices (both for case files and data-based decision making) are problematic in
that they do not comply with WHI policy and they are below acceptable professional standards
for countries with a well-developed social service field. In order to improve documentation, there
is a need for the current record keeping practices to be streamlined and administration needs to
hold clinical staff members accountable for not following documentation policies.

Overall, WHI should be commended for its effectiveness in building competent levels of staff
capacity during the course of the TIP-RC Project, regardless of the need for additional staff
development. Moreover, WHI has adequately supported and retained staff members in a field
typically associated with burn-out and high staff turnover. Because the provision of quality and
effective care is linked to employing highly-skilled service providers, it is doubtful that the TIP-
RC Project would have obtained generally positive client outcomes (which will be discussed in
the next two sections) without their investment of resources in building the professional capacity
of the TIP-RC staff.

45  STABILIZATION AND RECOVERY OUTCOMES

Based on the evidence available, the TIP-RC has generally been effective in stabilizing and
recovering VoT over a broad range of comorbid problems during the course of residential care.
The comprehensive aftercare services have had beneficial effects on significantly improving the
following areas for the clientele: (a) physical health problems; (b) some mental health symptoms
(i.e., trauma-related symptoms and internalizing problems); (c) coping skills; (d) self-confidence;
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and (e) self-protection skills. Clients also showed significant improvements in their academic
and/or vocational functioning while in the shelter, even though these improvements were not as
substantial as the other domains. The two greatest reported problem areas for clients at admission
(i.e., trauma-related symptoms and inadequate self-protection skills) showed the greatest
improvements by the midpoint of residential care, indicating that the treatment provided at the
TIP-RC is targeting and effectively addressing the most relevant identified problems in its
clientele. Overall, WHI believes that comprehensive services are needed to address the broad
range of comorbid problems that they encounter in VoT, which is in line with the recommended
practices espoused by the aftercare service delivery literature (IOM, 2006; Macy & Johns, 2011;
Muraya & Fry, 2016; Surtees, 2013; Zimmerman et al., 2006) and is supported by a program
evaluation of another trafficking victim assistance program (Potocky, 2010). It is likely that the
improvements seen in the residential clients, over a wide range of psychosocial domains, during
the course of residential care is due to their provision of comprehensive services.

No improvements were identified in the clients’ ability to utilize spiritual resources as a means to
cope with stressors. However, this is not unexpected given that this seems to be an area of
strength for the majority of the clients when they enter the shelter. Since WHI is a faith-based
organization and spirituality is quite salient in the Sierra Leone context, TIP-RC staff members
generally support clients’ engagement in spiritual practices during residential care, while
respecting religious differences. In order to foster the development of this strength, the TIP-RC
staff members should intentionally encourage clients, who identify as religious, to utilize their
relevant spiritual resources (e.g., praying) as coping skills.

The TIP-RC clients generally reported only small, yet non-significant improvements in mental
health symptoms related to externalizing problems (i.e., hostility) and prosocial behaviors. These
results are particularly troubling given that there is preliminary evidence from other studies
(Brunovski & Surtees 2012; Reimer et al., 2007), as well as the qualitative data from this
evaluation, that these problem areas are associated with negative reintegration outcomes. In
addition, results regarding the lack of significant improvement in externalizing problems are
substantiated by other findings from this report, such as (a) staff members reporting that one of
the most stressful parts of their job involves managing residential clients’ verbal and physical
aggression; (b) several staff members requesting the shelter utilize more culturally appropriate,
yet non-punitive disciplinary practices, instead of the primarily relational approach currently
utilized; and (c) staff members demonstrating insufficient expertise in utilizing intervention
strategies for externalizing problems. Because there is substantial comorbidity between
externalizing problems and prosocial behaviors in this sample, it would seem wise for WHI to
initially focus on improving staff members’ ability to manage aggression and to utilize evidence-
based interventions to reduce externalizing problems.

However, it is interesting to note that hostility in the clients is related to an increased ability to
use self-protection skills. Thus, hostility and aggression seem to be adaptive behaviors and may
be one of the few ways that child trafficking victims have learned to protect themselves from
additional exploitation and abuse. VoT are not likely to show reductions in their externalizing
behaviors until they feel safe and have explicitly learned more functional ways to protect
themselves. It is also a possibility that some of the TIP-RC clients may remain partially
entrenched in hostile behaviors because they do not feel safe enough to drop these adaptive, yet

Program Evaluation of TIP-RC 77



defensive behaviors in a society that generally shows impunity to their perpetrators. It would be
interesting to see if the TIP-RC’s clients showed greater reductions in externalizing behaviors if
the legal support provided by the TIP-RC was more effective in bringing TIP perpetrators to
justice.

Another finding was that both older clients and clients with longer trafficking-related
experiences tended to be more symptomatic and distressed when admitted to the shelter. They
also tended to spend more time in residential care before reintegration, which is probably due to
their higher rates of distress at admission. In fact, clients with more trauma-related symptoms,
more internalizing problems, and poorer coping skills when they entered the TIP-RC also tended
to spend more time in residential care. It makes sense that it would take longer to stabilize clients
who are admitted with more mental health symptoms and poorer psychosocial functioning.
These findings support the TIP-RC’s practice of providing residential care for a flexible length of
time, depending on clients’ needs, as well as assessing clients for reintegration readiness before
developing reintegration plans.

4.6 REINTEGRATION OUTCOMES

Based on the evidence available, the TIP-RC Project has been somewhat effective in successfully
reintegrating VoT in the Sierra Leone community, even though these results are mixed.

However, it is impossible to make definitive statements about their reintegration outcomes
because (a) the data analyses were exploratory due to the factors discussed in Section 3.6, and (b)
there are no established norms regarding reintegration outcomes for trafficking victim assistance
programs.

It has been suggested that losing contact with clients should be considered a primary outcome of
program evaluations for child trafficking assistance programs (Gibbs et al., 2015). The TIP-RC
reported only losing contact with 3% of their reintegrated clients (before discharge from the
program) over the course of the entire project, which is significantly better than the 15%-51%
rates reported in the Gibbs et al. program evaluation of three American community-based victim
assistance programs. This is a noteworthy finding given the fact that the TIP-RC has to maintain
contact with reintegrated clients across the entire country of Sierra Leone and not all reintegrated
clients have access to phone service. This suggests that the TIP-RC is diligent in monitoring
clients after reintegration, regardless of the frequency of community-based follow-up visits. This
finding also indicates that probably few reintegrated clients have been re-trafficked during the
standard 12-month follow-up period after reintegration.

The majority of the TIP-RC clients demonstrated good reintegration outcomes (i.e., low rates of
mental symptoms and few problems related to psychosocial functioning) approximately 8
months after reintegration into normal Sierra Leone community life. In particular, a substantial
percentage of reintegrated clients (88%-100%) showed: (a) low levels of exploitation risk factors
related to physical health and community risk factors; (b) high levels of family acceptance and
support; and (e) high levels of community acceptance after reintegration. Yet, moderate to high
rates of family risk factors were identified for 25% of the reintegrated clients, whereas 39% of
the reintegrated clients showed moderate to high rates of poor educational or vocational
functioning after being reintegrated for approximately 8 months. The findings for psychosocial
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adjustment following reintegration were quite variable. A substantial percentage of reintegrated
clients (88%-100%) showed high levels of psychosocial adjustment in regards to externalizing
symptoms, prosocial behaviors, self-confidence, spiritual resources, and coping skills. In fact,
utilizing coping skills to manage on-going psychosocial problems seems to be the area where
reintegrated clients showed very little decline in functioning after reintegration, indicating that
the coping skills learned in the shelter were also used in regular community life. Yet, between
24%-35% of all reintegrated clients demonstrated moderate to high rates of trauma-related
symptoms, internalizing problems, and inadequate self-protection skills. Reintegrated clients also
showed significantly increased symptomatology in these areas from the time they left the shelter
until approximately 8 months after reintegration, indicating that they experienced more
psychological distress and poorer psychosocial functioning in these areas once they were living
in normal Sierra Leone community life in comparison to residential care.

These results are similar to findings from the Youth Readiness Intervention, which was an
evidenced-based 10-week group intervention for distressed, war affected youth in Sierra Leone
(Betancourt, McBain, Newnham, et al., 2014). They found that the intervention had significant
improvements in emotion regulation, prosocial behavior, social support, and functional
impairments immediately after completing the intervention, but it was not associated with
significant reductions in psychological distress or PTSD symptoms. Moreover, the improvements
in all areas of psychosocial functioning at post-intervention were not maintained at the 6-month
follow-up. “Given the role of daily stressors in influencing psychological distress and as
documented in prior research in the region, it is possible that reductions in distress may not be
seen unless concurrent reductions in daily stressors and increases in economic security are
evident” (Betancourt, McBain, Newnham, et al., 2014, p. 1295). Essentially, daily life in Sierra
Leone, like other low resourced countries, is generally difficult and marked by high rates of
economic insecurity. As a result, reintegration outcomes need to take these realities into
consideration. It also emphasizes the importance of substantially stabilizing trafficking victims —
through the provision of comprehensive aftercare services — before reintegrating them in low
resourced countries because their psychosocial adjustment will most likely be negatively affected
by post-reintegration contextual factors that are often inherent in these societies.

Also, these findings support the need for aftercare programs to offer comprehensive reintegration
support services, especially in regards to regular monitoring practices. The reintegration process
is difficult, especially in low resourced countries, and VoT need adequate support services after
reintegration to successfully navigate the challenges related to obtaining independent and
adaptive functioning in normal community life. Although the TIP-RC monitors reintegrated
clients via phone calls and community-based follow-up visits, its current monitoring practices
are not at the level recommended by the IOM (2007) due to staffing limitations. Most likely, this
will not change without additional funding; therefore, WHI is encouraged to develop
relationships with additional partner organizations that can assist with providing follow-up
support to reintegrated clients.

Although the TIP-RC Project obtained relatively positive reintegration outcomes, improving
their reintegration support packages is likely to have the biggest impact on further improving
their reintegration outcomes. Based on research findings (Betancourt, McBain, Newnham, et al.,
2014; Brunovski & Surtees, 2012; Surtees, 2013) and qualitative data from this evaluation, it is
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likely that some of the poor reintegration outcomes for family risk factors, educational
functioning (due to being unable to pay for school fees), and psychosocial adjustment could be
related to the high rates of economic insecurity in the post-reintegration families. Due to the
pervasiveness of poverty in Sierra Leone, there are significant limitations to WHI’s ability to
improve the economic security of post-reintegration families. However, the reintegration support
packages, especially the income generating projects, are not sufficient to begin to address this
problem because the income generating projects are too small and family members are not
adequately equipped to manage their projects. Finding creative ways to improve the quality of
the reintegration support packages is the most important thing that WHI can do to further
improve their positive reintegration outcomes.

The TIP-RC’s lower rates of positive reintegration outcomes for educational and vocational
functioning could also be related to factors inherent in a low resourced country (e.g., the severe
lack of viable employment and educational opportunities). Yet, WHI did not make sufficient
progress in addressing the recommendations to improve the shelter’s vocational services from
the 2013 TIP-RC Evaluation (Barnett, 2013), nor did they replace the VVocational Coordinator
when the position opened up. Although the vocational services are not as important for younger
clients who will be financial dependent on their caregivers, older clients, especially ones with
limited education, need adequate vocational skills to improve their ability to be economically
secure after reintegration. Therefore, improving the vocational services offered at the shelter
could have a positive effect on their clients’ vocational functioning after reintegration, which
could also help improve their likelihood of being self-sufficient and free of exploitation in the
future.
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5.0 RECOMMENDATIONS

In light of the information covered, this evaluation’s overarching recommendation is to continue
the TIP-RC Project due to its successful results in a challenging environment. This section
assumes that there is little feasibility in increasing program funding; therefore, the specific
recommendations include only action items that are either feasible under the TIP-RC’s current
funding level or necessary to obtain program goals. Thus, the following recommendations are
offered to WHI to improve the model of services at the TIP-RC:

1. Develop a Sustainability Plan: It is recommended that WHI develop a plan to obtain
sustainable funding for the TIP-RC Project. This plan should include specific ways to obtain
funding from the GOSL and international donors. In addition, they need to develop ways to
increase funding through WHI’s donor base. They are encouraged to utilize program
outcomes from this evaluation and their future data-based decision making practices to
substantiate their funding requests.

2. Improve Record Keeping: TIP-RC staff members need to improve their ability to document
all clinical services in a timely fashion, as per WHI policy. It is recommended that the Shelter
Manager and TCPS review, update, and streamline all documentation policies based on
current acceptable practices at the TIP-RC. These policies should also include the expected
timeframes for administering and documenting all client outcome data (e.g., CCAT and
PRAT). It is also recommended that the TCPS: (a) streamline all TIP-RC forms (e.g., using
more checked boxes, instead of narrative summaries); (b) train clinical staff members on
completing assessment forms in the field; and (c) conduct monthly chart audits and hold staff
members accountable for failing to maintain documentation standards as per WHI policy.

3. Strengthen Data-Based Decision Making Practices: TIP-RC’s operating procedures
should be modified to improve their ability to use data to monitor the effectiveness of
interventions at both an individual and a programmatic level. It is recommended that the
Shelter Manager and TCPS: (a) have the CCAT and PRAT translated from English into Krio;
(b) require clinical staff members to discuss findings from the CCAT and PRAT (in addition
to the other forms of assessment data currently used) in case management team meetings
before making clinical decisions about reintegration or discharge; (c) track new sources of
client outcome data, including clients’ weight throughout the course of care (to measure
physical health outcomes) and the percentage of reintegrated clients that they have lost
contact with before discharge from the program (to measure client attrition outcomes); and
(d) utilize an electronic spreadsheet to track all client outcome data (and the information
included on the WHI Data Sheet) in order to make data analyses easier. WHI should provide
administrative support to help the TIP-RC staff members to assess the outcome data, modify
program interventions based on these results, and then share these results with stakeholders.

4. Build Additional Staff Capacity: The TIP-RC staff members need to develop additional
professional capacity to reduce externalizing problems in the clientele. The TCPS should
train and supervise the appropriate TIP-RC staff members on how to: (a) develop and
implement individualized safety or crisis management plans for all residential clients; (b)
develop and implement individualized behavior modification programs in the residential

Program Evaluation of TIP-RC 81



milieu for highly symptomatic clients; and (c) utilize evidence-based interventions for
externalizing problems in individual counseling sessions.

5. Develop Additional Collaborative Partnerships: WHI needs to prioritize the development
of collaborative partnerships with local organizations that provide the following services: (a)
legal aid services; (b) vocational training; (c) community-based support services for children;
and (d) micro-finance and business support for the income generating projects.

6. Improve Vocational Training: In addition to possible support that could be provided from
partnerships with vocational training organizations, the Shelter Manager should ensure that at
least one of the TIP-RC House Parents can also function as the VVocational Coordinator. The
Vocational Coordinator must be able to teach a marketable vocational skill for the Sierra
Leone context and provide training on general business skills as well as the “soft skills”
related to employment.

7. Strengthen Reintegration Support Packages: In addition to possible support that could be
provided from partnerships with micro-finance and business support organizations, WHI
should increase the size of the income generating projects, for at least the most economically
insecure families. This should be paired with providing additional training to the TIP-RC
Social Workers on how to develop and support effective income generating projects for these
families.

8. Continue Advocating and Training on TIP Issues: WHI should continue advocating and
training on TIP-related issues to the GOSL and partner organizations to further improve
accurate victim identification and the consistent use of the TIP national referral mechanism.
These activities should also be used to continue to build the capacity of the GOSL and
partner organizations in utilizing appropriate child protection and victim protection practices.
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6.0 LESSONS LEARNED

In light of the TIP-RC program evaluation, the following lessons learned and promising practices
have been identified to inform J/TIP’s decisions regarding the future design, implementation, and
funding of comprehensive aftercare services for child trafficking victims:

1.

It is important that program designs include strong referral services to ensure that child
trafficking victims are being systematically identified and protected. Accurate victim
identification and appropriate referrals are more likely to occur when programs provide
outreach trainings and advocacy for TIP-related issues with government officials, law
enforcement officials, and human service providers. It is also recommended that these
trainings should include information about appropriate child protection practices and victim
protection practices. Partnering with a TIP prevention program can further strengthen these
efforts.

Due to the comorbidity of problems faced by child trafficking victims, it is more effective to
provide comprehensive services, including residential care, physical health care, mental
health care, chemical dependency treatment, education, vocational training, life skills
education, and legal support. The delivery of these services should be individualized for each
client based on: (a) a comprehensive client assessment at admission, and (b) regular progress
monitoring during the course of care. The goal of these services should be to stabilize clients
and prepare them for independent and adaptive functioning in normal community life post-
reintegration.

The reintegration process is often challenging and difficult, especially in low resourced
countries. Therefore, it is recommended that clients be sufficiently stabilized and recovered
before beginning the reintegration process. This should increase the likelihood that
trafficking victims obtain independent and adaptive functioning in normal community life,
while minimizing the risk of future exploitation.

Providing comprehensive reintegration support services are also essential for obtaining
positive reintegration outcomes. Better outcomes are more likely to be obtained if these
services include:

a. Thoroughly assessing clients, families, and communities for reintegration readiness
using various sources of data;

b. Identifying reintegration protective factors and risk factors for clients, families, and
communities;

c. Implementing intervention strategies to mitigate all identified risk factors before
reintegration (e.g., mediating family conflicts, minimizing stigma, and providing
economic assistance to post-reintegration caregivers);

d. Utilizing alternative care placements if risk factors cannot be sufficiently reduced;

Developing reintegration plans based on the best interest of the client;

f. Preparing clients, families, and key community stakeholders for reintegration (e.g.,
completing family/community visits; discussing transition planning with clients;
providing psychoeducation on TIP-related issues and child protection practices to
families);

@
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g. Implementing regular monitoring practices (e.g., phone calls and community-based
follow-up visits) and providing any necessary post-reintegration interventions for at
least 12 months after reintegration.

5. The economic security of clients and their caregivers seems to play a key role in minimizing
exploitation risk factors and facilitating psychosocial adjustment in clients post-reintegration,
especially in low resourced countries. Thus, it is recommended that reintegration support
services include adequate economic assistance strategies, especially strategies that are
designed to help families obtain a sustainable income.

6. Multidisciplinary and collaborative partnerships are usually necessary to provide high quality
comprehensive aftercare services while controlling for program costs. Yet, it usually takes
time and strong relationship building skills to establish these partnerships. Therefore, priority
should be given to fund organizations that are well networked in a region or can demonstrate
a proven track-record in establishing collaborative partnerships.

7. Program designs need to include appropriate staffing levels using professionally qualified
service providers in order to ensure a high standard of care and to better obtain program
goals. When programs operate in low resourced countries without a well-developed social
service field, it is essential that their program designs include systematic strategies to build
staff capacity. The following strategies used by the TIP-RC Project have been effective and
could be replicated in other programs: (a) hiring local staff members with the appropriate
soft qualities to be competent caregivers; (b) employing a staff member (who may need to be
an expatriate) with the appropriate clinical credentials to fill a clinical supervisor role; and (c)
providing on-going training and clinical supervision to all staff members throughout the
course of the project. Staff members need to be trained and supervised on: basic caregiving
skills, child protection practices, trauma-informed care, and self-care practices. Additionally,
clinical staff members need to be trained on how to develop and implement appropriate
treatment plans and reintegration plans. Building competent levels of staff capacity is
possible, but it takes time and an investment of resources.

8. When programs operate in countries with limited affordable legal services, they will need
additional funding to provide effective legal support for their clients in order to promote
increased convictions of TIP perpetrators. This is even more important when programs
operate in countries that have limited TIP-related prosecutions and convictions due to
systemic problems in either the law enforcement sector or the judicial system.

9. Program designs should include effective monitoring and evaluation procedures. Moreover, it
would be beneficial for program staff members to be trained and supervised on using data-
based decision making practices. This would allow program staff members to routinely
collect and analyze various forms of data to identify problems, to inform decision making
about interventions, and to monitor intervention effectiveness at both a client-level and a
program-level. This routine data collection should minimally involve the quantitative
assessment of expected program outcomes at baseline (e.g., admission to the program), post-
intervention, and follow-up.
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It is important that culturally-valid measures are used; therefore, the same assessment tool
cannot be used between different cultures and contexts. To measure stabilization and
recovery outcomes, it is recommended that programs develop culturally relevant tools to
measure the following constructs: (a) physical health symptoms; (b) mental health symptoms,
including trauma-related symptoms, internalizing problems (i.e., anxiety and depression), and
externalizing problems (i.e., hostility); (c) coping skills; (d) prosocial behaviors; (e) self-
confidence; (e) self-protection skills; and (f) academic and/or vocational functioning. To
measure reintegration outcomes, it is recommended that programs develop culturally relevant
tools to measure the following constructs: (b) exploitation risk factors involving the family,
community, and the clients’ physical health; (c) psychosocial adjustment in reintegrated
clients; (d) family acceptance and support experienced by reintegrated clients; (€) community
acceptance experienced by reintegrated clients; and (f) academic or vocational functioning in
reintegrated clients. Also, well-designed measures should be easy to administer and to
interpret, allowing the findings from these measures to be clinically relevant to staff
members. This would result in programs being able to use data at both a client-level (e.g., to
inform treatment plans) and a program-level (e.g., to assess program outcomes), which
should lead to more effective interventions and programs.

10. Providing high quality comprehensive aftercare services to child trafficking victims is
expensive. Until more research is conducted to determine what level of aftercare services are
needed to obtain successful reintegration outcomes in this population, comprehensive
services should be considered the gold standard. However, due to the high costs of running a
comprehensive program, it is recommended that program designs include plans to obtain
long-term sustainable program funding.
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ANNEX 1: STATEMENT OF WORK

Statement of Work
For
Management Analyst
Washington, D.C.
(GS-15, Step 8 equivalent)

General Description

The Department of State’s Office to Monitor and Combat Trafficking in Persons (TIP Office)
leads the United States’ global engagement on the fight against human trafficking, partnering
with foreign governments and civil society to develop and implement effective strategies for
confronting modern slavery. The Office has responsibility for bilateral and multilateral
diplomacy, targeted foreign assistance, and public engagement on trafficking in persons.

The TIP Office’s International Programs section funds international and nongovernmental
organizations (NGO) that are strategically placed to fuel greater progress in foreign countries
based on trends and needs outlined in the annual Trafficking in Persons Report (TIP Report).
Project activities are generally aligned with the “3P” paradigm: protection and assistance to
victims of human trafficking, prosecution of traffickers, and prevention. The section’s program
managers monitor funded projects and conduct site visits for on-the-ground assessments and
technical assistance.

The TIP Office supports a variety of activities for addressing human trafficking and is committed
to an evaluation strategy that facilitates managing foreign assistance by results. To identify the
most effective models of intervention, the TIP Office has funded external on-site evaluation of
selected projects to assess the soundness of the project design and program implementation,
outcomes, and impact, as well as potential for scaling up or replication in other locations.

Period of Performance

An award for this evaluation is anticipated in September 2014 and the period of performance is
expected to be one year because of the unprecedented outbreak of Ebola and guidance from the
CDC urging all US residents to avoid nonessential travel to Sierra Leone. After the current travel
warning is lifted, the successful contractor shall consult with the TIP Office regarding
appropriate dates for the on-site assessment and development of the timeline for work
deliverables.

Relationships
The Analyst receives direct government oversight and daily assignments from the J/TIP/RMP
and J/TIP/PE evaluation specialists.

Duties/Responsibilities

Writing/Analysis
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Conduct a desk audit of project records; study the TIP Report country narrative for Sierra
Leone; and review recent media reports on TIP in Sierra Leone.
Consult with WHI regarding access to Recovery Center staff and activities, case records
and data, and implementing partners.
Conduct an evaluation of the services provided at the Recovery Center utilizing a
methodology consistent with the 2013 evaluation that covers the following:
o The referral and screening procedures used to identify and admit beneficiaries of
the Recovery Center;
o The role of implementing partners in the provision of services to beneficiaries;
and
o Follow up with survivors who have been reintegrated in the community or
alternative placements.

The evaluation report should provide evidence-based findings that will inform the TIP Office’s
decisions regarding the future design, implementation, and funding of programs to provide
comprehensive services for young female survivors of human trafficking.

The evaluation final report shall include the title, date submitted, an executive summary,
introduction, background of the local context and the project being evaluated, the
evaluation questions, the methodology, the limitations to the evaluation, findings,
conclusions, recommendations, and lessons learned. The annexes to the report shall
include: all tools used in conducting the evaluation, such as questionnaires, checklists,
interview guides, human subjects’ protection protocol and informed consent forms;
disclosure of conflicts of interest forms for all evaluation team members; and
confidentiality forms.

The Highlights of the Evaluation Report should include the title, date submitted, the
evaluation questions, methodology used, key findings, and recommendations.
Evaluation findings shall be presented as analyzed facts, evidence, and data and not be
based on anecdotes, hearsay or the compilation of people’s opinions. Findings should be
specific, concise and supported by strong quantitative and/or qualitative evidence.
Recommendations shall be supported by a specific set of findings. Recommendations
should be action-oriented, practical and specific, with defined responsibility for the
action.

Evaluation Design and Work Plan

The contractor shall be expected to submit the evaluation design and work plan to the TIP
Office for review and approval.

The evaluation design shall include a detailed evaluation design matrix showing key
questions along with methods, data sources, and a data analysis plan for each question;
draft interview guides and other data collection instruments; and known limitations to the
evaluation design.

The work plan shall include the anticipated schedule for deliverables; a plan for
conducting the site visit with logistical arrangements; and a plan for human subject
protections.

Qualitative and quantitative data collection shall include compilation and analysis of
client characteristics and services data; analysis of interviews with staff and partner
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organizations, as well as observations at the Recovery Center; a brief review of
contextual factors related to the trafficking situation and anti-trafficking resources in the
target area; and an analysis of case outcomes based on case records.

e Evaluation questions shall be finalized in consultation with the TIP Office; however,
questions such as the following are anticipated:

o To what extent are the previous evaluation findings citing this program as a
potential “best practice” model for West Africa valid?

o What are the key program elements that underpin this model of services?

o How does cooperation with partner organizations contribute to this model of
services for young female survivors of human trafficking?

o How do the referral and screening procedures used to identify and admit
beneficiaries of the Center contribute to or undermine implementation of this
program model?

o Did the Center follow up with survivors who have been reintegrated in the
community or alternative placements? If so, what are the findings?

Site Visit
e Conduct an on-site assessment of the WHI project in Freetown, Sierra Leone, that shall
achieve the purposes outlined in the Purpose section of this RFTOP, while spending
approximately 12 business days on site.

Oral Briefings
e The contractor should have at minimum a monthly briefing with the TIP Office
reviewing progress and determining next steps.
e An oral briefing is due following submission of the final report and the final highlights
report that address comments from the TIP Office.

12-Month Deliverable Matrix

Month Deliverable Hours Expected

September Kick-Off meeting 1

October Project document review and monthly check-in meeting 19

November Project document review and monthly check-in meeting 19

December Development of on-site evaluation plan, monthly check-in | 26
meeting

January Development of on-site evaluation plan, monthly check-in | 26
meeting

February Preparation of Tools, monthly check-in meeting 26

March Preparation of Tools, monthly check-in meeting 26

April Planning on-site interviews, monthly check-in meeting 26

May Travel preparation and monthly check-in meetings 26

June Travel to Sierra Leone for on-site visit' and monthly 145
meeting

July Compilation and analysis of data, production of draft 146

! May be adjusted based on travel guidance provided by the Department of State.
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report and highlights document and monthly meeting

August Final report, final highlights document, and oral briefing | 120
to close out contract

Total 606

Minimum Qualifications
« U.S. Citizenship
« Minimum five years of experience at an equal level
« Ability to communicate effectively orally and in writing
» Ability to establish and maintain effective relationships
« Familiarity with the topic of human trafficking
» Experience working in field of psycho-social services
« Experience with conducting program evaluation

Government Furnished Equipment

The Department of State will not provide any equipment for this project. The TIP Office will
coordinate all contacts with the U.S. Embassy in Freetown. The U.S. Embassy is not expected to
provide logistical support for this project.

Supplemental Hours

The TIP Office expects this position will require additional hours outside of the standard
CONUS (or OCONUS hours, if any) as listed in the “Position Location and Hours” section of
this Statement of Work but only during travel. An additional 35 hours should be included
initially in the task order proposal.

Clearance Requirement
No security clearance is required for this position.

Position Location & Hours

The contractor’s work shall primarily take place at the contractor’s own facilities, except during
meetings at the TIP Office in Washington, DC (either in person or via conference call), and
during the on-site assessment in Freetown, Sierra Leone. Hours may be determined by the
contractor in consultation with the TIP office.

Travel

Travel is required for this position. J/TIP must approve all travel prior to the commencement
thereof.
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ANNEX 2: DISCLOSURE OF CONFLICT OF INTEREST

Name Keri Bassett, Ph.D.

Title Program Evaluation Specialist

Organization E-9 Corporation

Evaluation Position? Team Leader [ ] Team member

Task Order SINLEC14Q0034

Project Evaluated (/nclude Project: Trafficking in Persons — Recovery Centre
project name and implementer

name) Implementer: World Hope International

I have real or potential conflicts of Xl Yes [INo
interest to disclose.

If yes answered above, I disclose the [Current or previous direct or significant though indirect experience with
following facts: the project(s) being evaluated, including involvement in the project design

Real or potential conflicts of interest may include, ’ : x y . .
e ,o{l ! = or previous iterations of the project: As part of a previous evaluation of

1. Close family member whoil"wn empﬁ())yze ofthe  Ithis project, this evaluator designed the assessment tools (CCAT and
operating unit managing the projeci(s) bein, " . . .
e i impfenfenﬁng ofgmiwionfs) PRAT) used in this project to measure client symptomatology and

whose project(s) are being evaluated. reintegration experiences. These assessment tools are being used in the
2. Financial interest that is divect, or is significant ; .
though indirect, in the implementing current evaluation to assess outcomes of the project.

organization(s) whose projects are being

evaluated ov in the outcome of the evaluation.
. Curvent or previous direct or significant though
indirect experience with the project(s) being
evaluated, including involvement in the project
design or previous iterations of the project.
Current or previous work experience or seeking
employment with the operating unit managing
the evaluation or the implementing
organization(s) whose project(s) are being
evaluated.
. Current or previous work experience with an
organization that may be seen as an industry
competitor with the implementing
organization(s) whose project(s) are being
evaluated.
Preconceived ideas toward individuals, groups,
organizations, or objectives of the particular
projects and organizations being evaluated that
could bias the evaluation.

“w
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-

S

I certify (1) that I have completed this disclosure form fully and to the best of my ability and (2) that I will update this
disclosure form promptly if relevant circumstances change. If I gain access to proprietary information of other companies,
then I agree to protect their information from unauthorized use or disclosure for as long as it remains proprietary and refrain
from using the information for any purpose other than that for which it was furnished.

Signature Keri Bassett, Ph.D.

Date 6/1/16

Adapted from United State Agency for International Development (2013). Form for Disclosure of Real or Potential Conflict of
Interest for USAID Evaluations.
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ANNEX 3:

EVALUATION DESIGN MATRIX

Evaluation Name: Program Evaluation of World Hope International’s Trafficking in Persons - Recovery Centre in Sierra Leone

Evaluation Purpose: “To provide evidence-based findings that will inform the TIP Office’s decisions regarding the future design,
implementation, and funding of programs to provide comprehensive services for young female survivors of human trafficking.”

1. Research Question

2. Evidence or
Indicators

3. Data Collection
Methods

4., Data Sources

5. Data Analysis

Information related to
introduction

a. WHI Organizational
structure and history in
Sierra Leone

b. Goals and objectives
c. Program logic

d. Program setting

e. Characteristics of
staff

f. Characteristics of
clientele

g. Types and frequency
of program
interventions

h. Funding sources,
start-up costs, and on-
going cost

i. Implementation
issues

1. Document analysis

2. Semi-structured
interviews

3. Direct observations

4. Case file analysis

1. Grant documents &
progress reports; all
TIP-RC policy,
procedures, and forms;
training materials &
curriculum

2. WHI anti-trafficking
technical advisor,
shelter manager, trauma
care & protection
specialist (TCPS), 2
counselors, 2 social
workers, nurse, teacher,
2 house parents

3. Shelter activities
(meal, activity session,

Content analysis

Descriptive statistics
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1. Research Question

2. Evidence or
Indicators

3. Data Collection
Methods

4., Data Sources

5. Data Analysis

J- Sustainability issues

vocational session,
educational session, life
skills session, first aid
arts); staff meetings
(management team
meeting, case
management team
meeting, house parent
meeting); social worker
activities (follow-up
training with police)

4. WHI Data Sheet;
Case registrations
forms in all case files
since 10/15

1. How does
cooperation with
partner organizations
contribute to this model
of services?

a. # and types of
partner organizations

b. Services provided by
partner organizations in
delivery model

c. Types and quality of
relationships developed
d. #of TIP
prosecutions, # of TIP
convictions, # of
clients making police
reports, # of clients

1. Semi-structured
interviews

2. Direct Observations

1. WHI anti-trafficking
technical advisor,
shelter manager, TCPS,
2 social workers, nurse,
WHI TIP prevention
director, key informants
at AWC, Rainbo
Initiatives, FSU,
MSWGCA, WMF, and
2 VPGs

2. Social worker

Content analysis
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1. Research Question

2. Evidence or
Indicators

3. Data Collection
Methods

4., Data Sources

5. Data Analysis

with police
investigations, # of
clients with legal cases
e. Types and
appropriateness of
legal assistance
provided to clients

activities (follow-up
training with police)

2. How do referral and
screening procedures
used to identify and
admit beneficiaries to
the TIP-RC contribute
to or undermine
implementation of this
program model?

a. Adequate TIP
Assessment Tool and
training curriculum on
TIP identification

b. # of trainings and
agencies/people trained
in TIP identification, #
of follow-up visits

c. # of referrals,
referrals sources, # of
referrals admitted to
TIP-RC

d. Adequate
understanding of TIP
identification and
referral procedures by
partner organizations
e. Screening procedures
adequately assesses
survivor’s needs and
TIP status

1. Document analysis

2. Semi-structured
interviews

3. Direct Observations

4. Case file analysis

1. Grant documents &
progress reports; all
TIP-RC policy,
procedures, and forms;
training materials &
curriculum

2. WHI anti-trafficking
technical advisor,
shelter manager, TCPS,
2 social workers, WHI
TIP prevention director,
key informants at
AWC, Rainbo
Initiatives, FSU,
MSWGCA, WMF, and
2 VPGs

3. Social worker
activities (follow-up
training with police)

Content analysis

Descriptive statistics
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1. Research Question

2. Evidence or

3. Data Collection

4., Data Sources

5. Data Analysis

Indicators Methods
4. Case registration
forms since 10/15
3. How do reintegration | a. Types and 1. Document analysis 1. TIP-RC policy, Content analysis

services contribute to or
undermine
implementation of this
program model?

appropriateness of data
used to determine
reintegration readiness
b. Types and
appropriateness of
interventions used to
prepare families and
communities for
reintegration

c. Types and frequency
of follow-up visits

2. Semi-structured
interviews

3. Direct observations

4. Case file analysis

procedures, and forms

2. TCPS, 2 counselors,
2 social workers

3. Case management
team meeting

4. \WHI Data Sheet

Descriptive statistics

4. How effective has
WHI been in building
staff capacity at the
TIP-RC?

a. High level of trauma-
informed care

b. Effective
development and
implementation of
treatment plans

c. Effective
development and
implementation of
reintegration plans

d. Regular use of data-
based decision making

1. Semi-structured
interviews

2. Direct observations

3. Case file analysis

1. Shelter manager,
TCPS, 2 counselors, 2
social workers, nurse,
teacher, 2 house parents

2. Shelter activities
(meal, activity session,
vocational session,
educational session, life
skills session, first aid
arts); staff meetings
(management team

Content analysis

Descriptive statistics
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1. Research Question

2. Evidence or
Indicators

3. Data Collection
Methods

4., Data Sources

5. Data Analysis

e. Regular use of staff
self-care practices

meeting, case
management team
meeting, house parent
meeting); social worker
activities (follow-up
training with police)

3. Chart review of 8
random case files since
10/15 (5 reintegrated
clients and 3 clients
currently in residential
care)

5. How effective has
the TIP-RC been in
achieving stabilization
and recovery of
survivors?

a. Reduced physical
health symptoms

b. Reduced mental
health symptoms

c. Improved coping
skills

d. Improved prosocial
behaviors

e. Improved self-
confidence

f. Improved self-
protection skills

Case file analysis

CCAT (baselineg,
midpoint, endpoint
administrations):

a. Physical health scale
b. Trauma scale;
anxiety & depression
scale; hostility scale

c. Coping skills scale;
d. Prosocial behaviors
scale;

e. Confidence scale;

f. Self-protection skills

g. Improved scale;
academic/vocational g. Educational/
functioning vocational functioning

Descriptive statistics;
inter-item reliability;
correlations; paired-
samples t-tests; effect
sizes
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1. Research Question

2. Evidence or
Indicators

3. Data Collection
Methods

4., Data Sources

5. Data Analysis

h. Improved spiritual
resources

scale;
h. Spirituality scale

6. How effective has
the TIP-RC been in
achieving successful
reintegration of
survivors in the Sierra
Leone community?

a. # of reintegrated
survivors TIP-RC lost
contact with before
discharge from
program

b. # of reintegrated
survivors in
communities with
VPGs or Word Made
Flesh

c. Low level of
exploitation risk factors
d. Positive psychosocial
adjustment

e. High level of family
acceptance and support
f. High level of
community acceptance
g. High level of
academic or vocational
functioning

Case file analysis

a. WHI Data Sheet
b. Case file analysis

PRAT:

c. Physical health scale;
family risk factors
scale; community risk
factors scale;

d. Trauma scale;
anxiety & depression
scale; hostility scale;
coping skills scale; self-
protection scale;
prosocial behavior
scale; confidence scale;
spirituality scale;

e. Family acceptance &
support scale;

f. Community
acceptance scale

g. Education/vocational
functioning scale

Descriptive statistics;
inter-item reliability;
correlations; paired-
samples t-test (for
scales that overlap
between CCAT
endpoint administration
and PRAT); effect
sizes; cross-tabulations
(categorization based
on pre-determined
criteria)
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ANNEX 4: INTERVIEW GUIDE

Characteristics of the Program:

1.
2.

3.

7.
8.
9
1

11.

12.

0.

Briefly describe the goals of the TIP-RC.

Briefly describe the major program interventions or activities. How are these related to the
program goals?

Describe WHI’s Victims Assistance Model. How does it relate to the program goals and
interventions? Are there any other models or theories that have been used in the program
design?

Review the logic model. What feedback do you have about the logic model? Would you
recommend any changes?

In what ways does the TIP-RC complement or fit in with the Sierra Leone culture and value
system? Does it challenge common Sierra Leone cultural practices? If so, how?

Describe the current composition of the TIP-RC staff. What are the average caseloads of the
staff members?

Describe the challenges of recruiting, training, and retaining quality staff members.

What training or supervision is offered to staff members?

In your opinion, what is the current level of staff capacity to accomplish program goals?

In what ways does the TIP-RC utilize a team approach? How does this benefit the quality of
the services?

What are the intake criteria for the TIP-RC? What must be present for a person to be
admitted to the RC?

Describe common presenting issues of the clients.

Implementation Issues

1.

arwn

Briefly describe the history of WHI’s work in Sierra Leone, especially in regards to anti-
trafficking work. What role did this play in establishing the TIP-RC? What role does it play
in the TIP-RC’s on-going operations?

Describe the organizational structure of WHI and how it relates to the operation of the RC.
What implementation issues were faced during the course of the project?

How were these implementations issues addressed? What still needs to be addressed?

What progress has been made towards addressing the recommendations from the 2013
evaluation?

Sustainability

1.

2.

3.

How much were the start-up costs for the RC? What are the on-going costs to run the
program? How is the program currently being funded?

To what extent are the RC project results (impact and outcomes) likely to continue after the
project ends?

Is there a commitment from the government of Sierra Leone, donors, or other funding
sources to help sustain the project beyond Sept. 30, 2016?

What have been the major factors in contributing (or not contributing) to the TIP-RC’s
sustainability beyond the life of the J/TIP grant?
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Partnerships & Referrals (WHI):

1.

2.
3.

11.

Describe what partnerships or relationships have been developed with implementing
partners. What role do these organizations play in the TIP-RC’s delivery service model?
What other partnership would you like to develop?

What are some of the challenges of working with other organizations? How have you coped
with these challenges?

What role does WHI play on the TIP National Task Force? Has your role on this task force
helped you accomplish the goals of the TIP-RC? If so, how?

Describe the training you provide to other organization on TIP identification. What other
outreach or training do you provide on human trafficking to other organizations?

How has this improved the referral mechanisms in Sierra Leone? What additional training or
outreach is needed?

Describe what challenges you see in your major referral sources ability to identify victims of
human trafficking.

Describe the procedures other organizations should follow when they refer a case to the TIP-
RC. What problems are you encountering in their ability to follow these procedures?
Describe how you respond to these referrals.

. How do you screen potential clients to determine if they meet the admission criteria for the

TIP-RC? What would you need to see or assess before admitting a potential client to the TIP-
RC?

What challenges have you encountered when screening referred cases? How do you cope
with these challenges?

Partnerships & Referrals (Implementing Partners):

1.

o

°o ok w

10.
11.

12.

Describe the type of work your organization provides. What services does your organization
provide to the TIP-RC?

Describe the partnership or relationship you have developed with the TIP-RC. What changes,
if any, would you make to this partnership?

How does your organization view WHI and the TIP-RC?

What role does the TIP-RC play in fulfilling the mission and vision of your organization?
What are the benefits of working with the TIP-RC?

What are some of the challenges of working with the TIP-RC? How have you coped with
these challenges?

What role does WHI play on the TIP National Task Force? Has this impacted the prevention,
protection, and prosecution of trafficking issues in Sierra Leone? If so, how?

How many potential victims of trafficking did your organization refer to the TIP-RC since
October 1?

Describe how you would identify a victim of human trafficking. What would you need to see
or assess before considering referring them to the TIP-RC?

Describe the procedures you would follow when you refer a case to the TIP-RC.

Describe what type of follow-up work your organization would do after referring a case to
the TIP-RC.

What other health and human services are available in Sierra Leone to address the needs of
trafficking survivors? Do you refer identified victims of trafficking to these other
organizations?
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Village Parent Group:

1.
2.
3.

4.
5

11.

12.
13.

14.

15.

16.

17.

18.

In what ways is human trafficking a problem in your community?

What are community attitudes towards human trafficking?

Describe what type of work your VPG does in your community. In your opinion, what
impact has your VPG had on your community?

What is your opinion of the TIP-RC?

. What are the benefits of having the services provided by the TIP-RC? Are there any negative

aspects?

How many victims of trafficking have you identified since your VPG was started? How
many potential victims of trafficking has your VPG referred to the TIP-RC since last October
1?

What would you do with these victims before the TIP-RC was started? What other health and
human services are available in Sierra Leone to address the needs of trafficking survivors?
Describe how you would identify a victim of human trafficking. What would you need to see
or assess before considering referring them to the TIP-RC?

Describe the procedures you would follow when you refer a case to the TIP-RC.

. Describe what type of follow-up work your VPG would do after referring a case to the TIP-

RC.

What support has your VPG provided to the TIP-RC in educating police, government
workers, or community leaders about the identification of trafficking victims?

What support has your VPG provided to any TIP-RC clients who have legal cases?

What are community attitudes towards reintegration? What stigma exists towards victims of
human trafficking?

Describe what a successful reintegration into the community looks like. In your opinion,
what factors make a successful reintegration more likely?

How many TIP-RC clients have been reintegrated into your community? Describe the VPG’s
role in facilitating their reintegration into the community. In your opinion, what role does this
play in improving the outcomes of reintegration?

What challenges have you faced in helping TIP-RC clients successfully reintegrate in your
community? How have you coped with these challenges?

In your opinion, how effective is the TIP-RC in preparing clients, families, and the
community for reintegration?

What additional actions or activities need to occur by the TIP-RC or your VPG in order to
improve the reintegration process?

Ministry of Social Welfare:

1.

Has the trainings provided by WHI enhanced the capacity of social workers/field staff to
identify and protect victims of human trafficking? Has it helped enhance the capacity of
social workers/field staff to provide case management to human trafficking victims? If so,
how?

How many reports and/or complaints have been received by the Ministry of Social Welfare
regarding allegations of human trafficking since last October 1? How many cases of human
trafficking were identified by your field staff since October 1? Of these reports or
complaints, how many involved victims who the Recovery Center staff was helping?
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3.

To what extent, is the Ministry of Social Welfare invested in supporting the on-going
operations of the TIP-RC? Is there a commitment from the Ministry of Social Welfare or the
government of Sierra Leone to help sustain the project beyond Sept. 30, 2016?

Law Enforcement:

1.

Has the trainings provided by WHI enhanced the capacity of the police to identify and
protect victims of human trafficking? Has it helped enhance the capacity of the police to
investigate human trafficking-related cases? If so, how?

How many investigations of human trafficking have the police conducted since last October
1? How many of these cases involved victims who the TIP-RC staff was helping or trying to
help?

How many individuals did police refer for prosecution for trafficking-related crimes in Sierra
Leone since October 1 last year? How many of these cases involved victims who the
Recovery Center staff was helping or trying to help? How many of these victims gave
evidence for the prosecution?

(The police may not know about prosecutions). How many individuals were prosecuted for
trafficking-related crimes in Sierra Leone since October 1 last year? How many of these
cases involved victims who the TIP-RC staff was helping or trying to help? How many of
the victims in these cases testified in court? Who helped the victims to prepare for court or to
get to court?

Can you tell me how many individuals were convicted of trafficking-related crimes in Sierra
Leone since October 1 last year? How many of these cases involved victims who the TIP-
RC staff was helping or trying to help? How many of the victims in these cases testified in
court? Who helped the victims to prepare for court or to get to court?

Legal Assistance:

1.
2.

3.

How does the TIP-RC try to increase clients’ access to the justice system?

What challenges exist in increasing and improving human trafficking prosecutions in Sierra
Leone?

What legal services are available in Sierra Leone that can help increase and improve human
trafficking prosecutions? What type of relationship or partnership has the TIP-RC developed
with these service providers?

What assistance has been provided to the victims who have criminal cases pending (i.e.,
during police and/or prosecutor interviews, in preparation for testimony, during court
proceedings, and after court proceedings)?

How many victims have made a report and/or complaint or given a statement to the police
since October 1% last year? And how many have a criminal case under investigation

now? How many are involved in a case that is being prosecuted? How many have a civil
case pending? How many prefer to do nothing — seek no recourse through court or other
means?

How many of these victims have pursued justice’ through other means, such as financial
compensation from someone responsible for their trafficking situation, i.e., a trafficker?
How many prefer to do nothing — seek no recourse through court or other means? In your
opinion, why do you think these victims have pursued this course? 1. Believes Sierra
Leone’s justice system is not fair. 2. Faster remedy. 3. Mostly needs the funds for self
and/or family. 4. Fear of giving testimony in court. 5. Other reason.

106



Reintegration:

1.

2.

3.

10.

11.

12.

13.

14.

15.

16.

17.

What criteria are used to determine if a client is ready for reintegration? How is this
information obtained?

How important is it for clients to demonstrated stabilization and recovery before they are
reintegrated?

Describe what a stabilized and recovered client looks like before reintegration. In your
opinion, what percentage of your clients demonstrates these characteristics when they are
reintegrated in the community?

What criteria are used to determine if the family and community are ready for reintegration?
How is this information obtained?

What challenges have you encountered when assessing clients, families, and communities for
reintegration readiness? How do you cope with these challenges?

What do you do to prepare clients for reintegration?

What do you do to prepare families and communities for reintegration?

What challenges have you encountered when preparing clients, families, and communities
for reintegration? How do you cope with these challenges?

What resources or services in the community do you use to increase the likelihood of
successful reintegration? What role does this play in improving the outcomes of
reintegration?

How often do you follow-up with reintegrated clients? When following up with reintegrated
clients, what do you typically do? What are you looking for?

What are common problems you have identified through follow-up? What have you done to
intervene in these problems?

What challenges have you encountered when doing follow-up? How do you cope with these
challenges?

Describe what a successful reintegration into the community looks like. In your opinion,
what percentage of your clients demonstrates these characteristics at the 12-month follow-up
visit?

Using the following scale (1 = not beneficial; 2 = somewhat beneficial; 3 = very beneficial; 4
= extremely beneficial), rate how beneficial or useful the following services are in
contributing (a) to the stabilization and recovery of clients before reintegration, and (b) to the
successful reintegration of survivors in the community: Residential care, medical care, health
education, individual counseling, group counseling, psychoeducation and life skills training,
educational services, vocational training, social and recreational activities, family tracing,
pre-reintegration family visits, client assessments, family assessments of reintegration
readiness, community assessment of reintegration readiness, family mediation, family
education on TIP and child protection issues, community outreach and education on TIP and
child protection issues, financial support packages, weekly monitoring phone calls, quarterly
community-based monitoring visits, legal support

In your opinion, are the clients receiving an adequate amount and quality of services to
achieve the desired program goals?

In your opinion, what other factors contribute to the stabilization and recovery of clients
before reintegration?

In your opinion, what other factors contribute to successful reintegration in the community?
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Trauma-informed Care:

1.

What information do you give clients about what services or activities you are going to
provide them with? How much choice does each client have in the services you provide
them?

Describe the type of relationship you try to develop with the clients? Do you maintain
professional boundaries when interacting with the clients? If so, how?

In your professional role, do you assess client’s strengths and skills? Do you help them
develop their strengths or build additional skills? If so, how?

Does each client have a safety or crisis management plan? How would you handle a client
that was behaviorally or emotionally out-of-control?

Do you assess clients for trauma exposure and trauma-related symptoms? If so, how?
What are common behavioral, emotional, and relational problems evident by the TIP-RC’s
clients? What do you consider to be the causes of these problems? How do you handle them?
How has trauma affected the clients? What are common coping strategies used by trauma
survivors?

What training have you received on trauma? How does this trauma-related training affect
how you do your job?

Self-Care Practices:

1.

2.

3.
4.

5.

6.

In your opinion, what are some of the inherent challenges when working with trafficking
victims in Sierra Leone? What makes this work difficult or frustrating?

What training or support have you received that has helped you better cope with the demands
of your job? What additional training or support would be beneficial?

What is the hardest part of your job? How do you cope with this?

Do you engage in self-care practices? If so, what do you do and how frequently do you use
them?

Have you experienced vicarious traumatization from doing this work? If so, how do you cope
with this?

Have these issues contributed to any staff retention issues? If so, how?

Data-based Decision Making:

1.

What information or data do you collect on clients to assess clients when they are admitted to
the TIP-RC? Once this assessment data is collected, do you analyze it to determine the
clients’ strengths and needs? If so, how?

Describe the process of developing a treatment plan/reintegration plan. What factors do you
consider when developing this plan? How do you use assessment data to make this plan?
What role does assessment data play when the case management team makes a clinical
decision? What other factors are considered?

How do you assess if a client in residential care is getting better/improving? What do you
monitor to determine intervention effectiveness?

How do you assess if a reintegrated client is stable or adapting to community life? What do
you monitor to determine reintegration success?

What data do you use to evaluate the outcome of your services? What have you learned about
the quality of your services based on this data?
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ANNEX5: INTERVIEW GUIDE MATRIX

Interview Guide Categories

Data Sources - Interviewees

Characteristics of the Program

Shelter Manager, TCPS

Implementation Issues

Shelter Manager, TCPS, WHI Anti-Trafficking
Technical Advisor

Sustainability

Shelter Manager, TCPS, WHI Anti-Trafficking
Technical Advisor

Partnerships & Referrals (WHI)

Shelter Manager, TCPS, 2 Social Workers,
Nurse, WHI Anti-Trafficking Technical
Advisor

Partnerships & Referrals (Implementing
Partners)

WHI TIP Prevention Director, key informants
at Aberdeen Women’s Centre, Rainbo Centre,
FSU (police), Ministry of Social Welfare
(MSWGCA), Word Made Flesh

Village Parent Group

2 Village Parent Group key informants

Ministry of Social Welfare

MSWGCA key informant

Law Enforcement

FSU key informant

Legal Assistance

Shelter Manager, TCPS, 1 Counselor, 1 Social
Worker, WHI Anti-Trafficking Technical
Advisor

Reintegration

TCPS, 2 Counselors, 2 Social Workers

Trauma-Informed Care

TCPS, 2 Counselors, 1 Social Worker, Nurse,
Teacher, 2 House Parents

Self-Care Practices

Shelter Manager, TCPS, 2 Counselors, 2 Social
Workers, Nurse, Teacher, 2 House Parents

Data-Based Decision Making

TCPS, 2 Counselors, 1 Social Worker
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ANNEX 6: DIRECT OBSERVATIONS RECORDING SHEET

Date and time:
Staff activity:

Location and description of setting:

Please use the following scale to rate the amount of time the following characteristics were
evidenced over the course of the observation period.

1 2 3 4 5 N/A
Not at all Somewhat All the time Not applicable

1. To what extent was the physical environment attuned to safety, calming, and de-
escalation?

2. To what extent did staff execute their roles and duties responsibly and professionally?

3. To what extent did staff use a strengths-based, positive approach in all their
interactions?

4. To what extent did staff demonstrate empathy, respect, and unconditional positive regard in
all their interactions?

5. To what extent did staff show evidence of having established a rapport or therapeutic
relationship with participants?

6. To what extent did staff model healthy relationships (e.g., communication, listening skills,
and conflict resolution skills)?

7. To what extent did staff demonstrate effective behavioral management skills when
applicable?

8. To what extent did staff demonstrate effective emotional management skills when
applicable?

9. To what extent did participants willingly participate and engage in the activities?

10. To what extent did staff function as a team as evidenced by collaboration and support?

Other observations:

110



ANNEX 7:

Case File #:

Admission date:

CHART REVIEW RUBRIC

Admission Status of Case:

Development and Implementation of Treatment Plan

Rating

3 = Outstanding

2 = Competent

1=Needs Development

Strengths & challenges
were identified for the
client, and they
were logically linked to all
the following:

o Intake

o Initial counseling

sessions
o CCAT

Strengths & challenges
were identified for the
client.

Client’s strengths &
challenges were not
described in enough detail
to ensure appropriate client
conceptualization.

Treatment goals were
written in observable,
measurable terms, and they
were logically linked to the
identified client strengths
& challenges.

Treatment goals were
logically linked to the
identified client strengths
& challenges.

Treatment goals were not
logically linked to the
identified client strengths
& challenges.

Interventions were
logically linked to
treatment goals, and were
consistent with evidence-
based practices.

Interventions were
logically linked to
treatment goals.

Interventions were not
logically linked to
treatment goals.

Interventions included
several trauma-specific
practices that were
individualized to client’s
needs based on assessment
data.

Interventions included
some trauma-specific
practices.

Interventions did not
include trauma-specific
practices.

Interventions included skill
development strategies that
were individualized to
client’s needs based on
assessment data

Interventions included skill
development strategies.

Interventions did not
include skill development
strategies.

Acceptability of
interventions by client/
guardian was verified, and
reflected sensitivity to
individual differences,
resources, and other system
iSsues.

Interventions reflected
sensitivity to individual
differences, resources, and
other system issues.

Interventions did not
reflect sensitivity to
individual differences,
resources, and other system
iSsues.

Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a
case study approach. Thousand Oaks, CA: Sage and NASP.
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Rating

3 = Outstanding

2 = Competent

1=Needs Development

Documentation that
interventions were
implemented with
integrity, and indicated
client’s response to
interventions.

Documentation that
interventions were
implemented.

Interventions were not
described in enough detail
to ensure appropriate
implementation.

Strategies for changes in
interventions and/or
follow-up were
implemented.

Suggestions for changes in
interventions and/or
follow-up were provided.

Suggestions for changes in
interventions and/or
follow-up were not
provided.

Documentation reported on
treatment goal progress,
and included evidence
from one or more of the
following:

o Direct observations

o Client self-report

o CCAT

Documentation reported on
treatment goal progress.

Treatment goal progress
was not described in
enough detail to ensure
appropriate goal
attainment.

Clinical observations of treatment plan section:

Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a

case study approach. Thousand Oaks, CA: Sage and NASP.
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Development and Implementation of Reintegration Plan

Rating

3 = QOutstanding

2 = Competent

1=Needs Development

Assessment of client’s
reintegration readiness was
based on all of the
following:

o Direct observations

o Client self-report

o CCAT

Assessment of client’s
reintegration readiness was
based on two of the
following:

o Direct observations

o Client self-report

o CCAT

Client was not thoroughly
assessed for reintegration
readiness.

Assessment of family’s

reintegration readiness was

based on all the following:

o Adaptive functioning

o Relational functioning

o Parenting ability

o Beliefs about client &
client’s exploitation

Assessment of family’s

reintegration readiness was

based on two or three of

the following:

o Adaptive functioning

o Relational functioning

o Parenting ability

o Beliefs about client &
client’s exploitation

Family was not thoroughly
assessed for reintegration
readiness.

Assessment of

community’s reintegration

readiness was based on all

the following:

o Safety factors

o Resource availability

o Supportive community
members

Assessment of

community’s reintegration

readiness was based on two

of the following:

o Safety factors

o Resource availability

o Supportive community
members

Community was not
thoroughly assessed for
reintegration readiness.

The identified client,
family, and community
protective factors & risk
factors were logically
linked to the assessment
data, and strategies were
used before reintegration to
mitigate risk factors.

The identified client,
family, and community
protective factors & risk
factors were logically
linked to the assessment
data.

Client, family, and
community protective
factors & risk factors were
not identified.

The reintegration plan
documented how it was
based on the client’s best
interest, and it clearly
addressed the identified
protective & risk factors.

The reintegration plan
documented how it was
based on the client’s best
interest.

The reintegration plan did
not document how it was

based on the client’s best

interest.

Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a
case study approach. Thousand Oaks, CA: Sage and NASP.
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Rating

3 = Outstanding

2 = Competent

1=Needs Development

Family bonding occurred
before reintegration via
family visits and phone
contact, and supporting
evidence was provided to
establish sufficient
relationship building prior
to reintegration.

Family bonding occurred
before reintegration via
family visits and phone
contact.

Family bonding did not
occur before reintegration
via family visits and phone
contact.

Counseling sessions before
reintegration prepared
client for reintegration by
addressing all the
following:
o Termination issues
o Transition planning
o Mitigation of client
risk factors from
mid-point CCAT

Counseling sessions before
reintegration prepared
client for reintegration by
addressing one or two of
the following:
o Termination issues
o Transition planning
o Mitigation of client
risk factors from
mid-point CCAT

Counseling sessions before
reintegration did not
address any of the
following:
o Termination issues
o Transition planning
o Mitigation of client
risk factors from
mid-point CCAT

Social worker prepared
family members and
several community
stakeholders for
reintegration via
relationship building and/or
education.

Social worker prepared
family members and at
least one community
stakeholders for
reintegration via
relationship building and/or
education.

Social workers did not
prepare family members or
community stakeholders
for reintegration via
relationship building and/or
education.

The reintegrated client was
monitored via regular
phone calls and quarterly
follow-up visits, and
supporting evidence
included assessment data
from the client, family, and
community stakeholders.

The reintegrated client was
monitored via regular
phone calls and follow-up
Visits.

The reintegrated client was
not monitored via regular
phone calls or follow-up
Visits.

Changes in the
reintegration plan and/or
follow-up interventions
were implemented based
on the assessment data
from the monitoring
strategies.

Suggestions for changes in
the reintegration plan
and/or follow-up
interventions were
provided based on the
assessment data from the
monitoring strategies.

Suggestions for changes in
the reintegration plan
and/or follow-up
interventions were not
provided.

Clinical observations of reintegration plan section:

Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a
case study approach. Thousand Oaks, CA: Sage and NASP.
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Documentation

Check all documentation that is completed as per WHI policy and with adequate information to

support clinical decision making:

Counselor Case File

Social Worker Case File

-MSWSCA Referral Form
-Intake/Case registration Form_
-Case Management Record
-Treatment Plan Form_
-Counseling Progress Notes:

o Contains required elements__
o Required Session Frequency
-Counselor’s Telephone Record
-Child Risk Assessment Forms__
-General Medical Intake Screen Form
-Medical Continuation Form
-Life Skills Training List__
-Incident Report Form__
-Baseline CCAT

-Mid-point CCAT

-End-point CCAT

-PRAT

Form

-MSWSCA Referral Form (copy)
-Intake/Case registration Form (copy)
-Case Management Record

-Social Work Progress Notes

-Family Assessment Form
-Community Assessment Form__
-Family & Community Risk Assessment

-Reintegration Package Form__

-FTR Handover-Reunification Certificate
-Receipt for Provided Supplies/Goods_
-Follow-up Form___~

Rating 3 = Qutstanding

2 = Competent

1=Needs Development

100%-95% of applicable
documentation is
completed with adequate
information

94%-85% of applicable
documentation is
completed with adequate
information

Less than 85% of
applicable documentation
is completed with adequate
information

Clinical observations of documentation:

Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a
case study approach. Thousand Oaks, CA: Sage and NASP.
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ANNEX 8: CLINICAL CARE ASSESSMENT TOOL

Clinical Care Assessment Tool — Client Version

Ciemt #:

Date of Administration:

Counselor Mame:

Counselors: Plesse read each question @refully to the sureivor and &k her how much she airrently & periences
each symptom. hark her asvwer with mn X according to how much s he experiences each symptom [One X per

question). Fshe does not know an answer, explain the meaning of the question to her and then re-ask her how
muchshe experiences that symptom.

Mot
appliable

Mot at
all

Rarely

Sometimes

A herays

Trowme

1

Do youthink alot aboutbad thines frmm the pst?

2

Do you feelas thoueh the bad things that happened
inthe pat willhappen a=ain?

W

Do you hawe bad dreams?

Do you aywhenyou remember bad things from the
pasty

Areyou guoiding act ivities that remind you of bad
thinesfmmthe pst?

Areyou guoiding thoughts orfeslings sssociated
with bad thines from the past ?

7

Areyou nerdous orscared?

=]

Are you @MOsgousy

Anxiedy & Depression

a.

Dovyou hawe trmouble inyour heart?

10.

Do vou hawe restless nights ¥

11.

Dovyoufeelloneh™

12,

Do vyou find life difficult even ifyou are home or
clsewhere?

132,

Areyou afraid of Iosing your famibke?

14.

Do you feel helpless?

1E.

Do ywou ~es quidk?

16.

Dovyou ay emsily?

17.

Dovyou keep toyourself when wou are worrie d?

13.

Areyou emiby bothered by thines ?

19.

Dovyou feel confus ed about thines that are
happening?

0.

Dovyou feelunlowed?

.

Do you feel hopeless about the future?

2.

Do vyouthink about hurting wourself or killing
vourself?*

EN

Doyouworry about too many thines?

g,

Do vyou think that everything wou do & wrong ¥

Hastility

5.

Do you destroy thines that beloneto othes 7

0.

Dovoulieor cheat?

Copryricht 2013 by Ken L. Bamat, Ph.D.
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Clinical Care Assessment Tool — Client Version

Mot
applicable

Mot at
all

Raraly

Sometimes

A hwrays

27

Dowou aurse oruse sbusive languaze?

.

Dovouthink about orthreatento hurt othes? *

29,

Dowou destroy your man things?

30.

Dowou blameothers forthines that are your fault?

3.

Areywou quarrelsome?

EXR

Dovwou take people's thines without permission?

22,

Dovou disobey your parents or caregivers?

24,

Dowou disobeyyour teachers or other adults?

Frosaciel Behowviar

35,

Doyou feel confident to invite others to play with
wour

28,

Areyou ready towork or play with others?

EFS

Dowou enjoy doing thines and talking with wour
peers

22,

Dowou playsamss, sports, or dance with friends 7

EER

Dovoutake the lead ininitigting activities?

0.

Dowoushare with others?

q].

Areyou ad el involved in amy dub or eroup
actiities

LR

Dowou enjoy telling stories with famiky and friands
inthe evenines?

43,

Do other children like to associate fresly with you?

. Dovou enjoy collecting firewood (or other

community adivities]?

. Dowouegnwith other children forswimming (or

other fun adivities)?

. Dovouwant others to respect you?

. Dowou hawe love foryour peers?

. Dowou helpyounger ones ¥

. Dowou pity others?

. Dowoutake part in community farming

. Dowoushare yourfeelings oridess with others?

. Arewyou helpful to aduls?

. Dovouliketosit around the fire at night ¥

thafidence

tq.

Dowou hawe confidence to be respomsible for
others?

EE.

Dowou hawe confidence about your future?

B,

Dowouthinkyou can do thines like others?

£7.

Areyou @mnfident of doing thines onyour own'?

=N

Areyousatsfied with wours elf?

Eg.

Do you feels afe when wou are onyour own?

Copyright @ 2013 by Ken L. Bamatt, Ph.D.
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Clinical Care Assessment Tool - Client Version

Mot
applimble

Mot at
all

Raraly

Sometimes | Abways

Spirideeli by

60. Dowou find strensth and mmfort inyour religion?

51, Dovou engage in reliEios pradices (pray, attend
waorship serdices, etc)to help wou @mpe with bad
things?

62. Dowyou believethat God lowes wou and @res foryou,
ewen when bad things happen?

Trowmne Scole, Ansiety & Depression Sceke, ond Hostiliye Scede; tems marked with "sometimes® or "aherays" are

dinically relevant, indicating the need forinterdention.

Prosaciol Behaviar Semle, Confidence Scodke, and Spidiarling Scole: 1tems marked with “not at alt” or “'rarel™ are

dinically relevant, indicating the need for interdention.

* If dient amswers Question 22 or 22 with "rarehk,” s ometimes * or "always,” @urs elor must further assess the
dient forsuviddality or harm to others after completing this assessment tool.

Copyight @ 2013 by Ked L. Bamet, Ph O,
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Clinical Care Assessment Tool — Clinician Version

Ciermt #:

Date of Administration:

Counselor Name:

Counselors: Please read each item carefully and determine the sewerty of each Askfadorbsed onyour awrrent
obsersations of the sursior at the shelter. Markyour onswer wddh sm X acordineg to how problematic each rsk
factoris forthe survivor (OneX per question). If vou dont know an answeer, try to assess thesituation more

thoroushby before you answerthe item.

Mot Mot at Mlinor Moderate | Serow
applicable all a Problem Froblem Problem
problem
Physicel Heolih
1 Surdwor & physislly disabled or has cumrent
health problems
2. Surdwvor 5 unable touse self-care skilk and has
poor hyEiene
Eduatior | Yocatioral Functioning
3. Surdvor does not approprigtely participate in
edu@tional clases
4. Surdwor & unable to make appropriate academic
progress
B Surdwor does not approprigtely participate in
woigtional dass es
B, Surdvor 5 unable to adequately use wotional
skills dueto a disability
7. Surdwor & unable to adequate by use vo@Etional
skills dueto a lack of understandine ofthesklls
that hawe been taueht
Surdvor shows poor attention and concentration
5. Surdwor struggles with learning and applyine
information
10. Surdwor ha nointerest in educstional or
Woational training
Thping Skills
11. Surdvor & unable to use healthy coping skilk to
deal with her emotions or psychologi @l problems
12, Surdwor engaegss in self-harming behaviors or
thinks about hurting/killing hars alf
13, Surdwor & unable to resobee conflicts inan
Spproprigte manner
14, Surdvor does not appropriately s eek attention,
Iowe, and support from caregivers or peers
15. Surdwor believss she & to blame for past
traumatic events
16. Surdwor beligves she B poss essed by demonic
foroes
17. Surdw~or believes that God has abandoned her or
is punishing her
Self-PraEection Skills
12. Surdwor trusts adults non-s el actively
Pagel of 2

Copyright @ 2013 by Ked L. Bamett, Ph.D.
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Clinical Care Assessment Tool = Clinician Version

Mot
applicable

Not at
all a
pmoblam

Mlinor
Froblem

Moderate
Froblem

Serows
Froblem

149.

Surdvor does not know how to recognize
danserows situatioms

0.

Surdvor 5 unable to @mmmunicat e her desires

1.

Surdvor & unable to adwocate for her neads

.

Surdvor believes she & responsible for fuffilling
the finandal needs of her famiky

22

Surdors wants to (or does ) maintain a
relatioms hip with the perpetrator

Physical Heol i Scolke, Ed wor tionol  Voca Sional Funclioning Scale, Chping Skills Seole, and Self-Pmiec fon Skills
Somdke: Items marked with "moderate problem® or "serious problem® are dinically relevant, indicatingthe nead for

intersention.

Copyright ©2013 by Ked L. Bamett, Ph.D.
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ANNEX 9: POST-REINTEGRATION ASSESSMENT TOOL

Post-Reintegration Assessment Tool — Client Version

Client #:

Date of Administration:

Counselor Name:

Counselors: Plese read each question @refully to the survivor and &k her how muchshe arrently experiences
each symptom. Mark her onswer width on X according to how much s he experiences each symptom [One X per

question). Fshe does not know an answer, explainthe meaning ofthe questionto her and then re-ask her how
much she experiences that symptom.

Mot
appli@able

Mot at
all

Rarely

Sometimes | Ahways

Trowno

1

Do youthink alot about bad thines fmm the past?

2

Dowou feelas though the bad thines that happenead
inthe past willhappen again?

Dovwou havwe bad dreams*™

Do wou aywhen wou remember bad things from the
pasty

Areyou awoiding activities that remind wou of bad
thines frmmthe past?

Areyou awoidingthoughts or feelings &5 ociat ed
with bad things fromthe past?

£

Arewou nensous orscared?

=]

Areyou @mnsdous?

Anxie iy & Depression

g

Do wou hawe trouble inyour heart?

10.

Do wou hawe restless nights ©

11.

Dowou feellonel?

1z.

Do wou find |ife difficult even ifwou arehome or
elsewhere?

1z.

Arevwyou afraid of losing yvour Famike?

14.

Dowou feelhelpless?

15.

Do wou wex quid?

16,

Do ywou ay easily?

1r.

Do vwou keep toyourself when you are worried?

12.

Areyou exsiby bothered by thimes 7

149.

Do wou feel confus ed about things that are
happening?

20.

Do wou feelunloved?

21.

Do wou feelhopeless about the future?

2

Do wou think about hurting yourself or killing
yourselfr*

22

Do wouworry about too many things?

2

Do wou think that everything you do & wrong?

Hostility

25,

Do wou destroy thines that belongto othes ?

26.

Dowou lieor cheat?

Coporight @201 by Keri L. Bamat, Ph.0.
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Post-Reintegration Assessment Tool — Client Version

Mot
applicable

Mot at
all

Raraly

Sometimes

Atarays

a7

Doyou qurse oruse abusive language?

.

Do vou think about orthreatento hurt othes? *

29.

Do you destroy wour man things?

20.

Doyou blameothers forthines that are wour fault?

1.

Areyou quarrelsome?

2.

Doyou take people’s thines without permission?

32

Dovyou disobeyyour parents or caregivers?

EL

Dovyou disobeyyour teachers or other adults?

Prosaciel Behawvior

R

Dovyou feelconfident to inwite others to play with
you?

36,

Areyou ready towork or play with others?

R

Doyou enjoy doingthines and talking with your
peers?

E=H

Dovyou playsames, sports, or dance with friends ©

9.

Do youtake the lead in initigting activities?

4.

Doyoushare with others?

41,

Areyou adivel invobed in amy dub or goup
activities

LR

Doyou enjoy telling stories with family and friends
inthe evenines?

4z,

Do other children like to associate freely with you?

. Dovou enjoy colleding firewood (or other

cOmmunity acivities)?

. Dovougowith other children forswimming (or

other fun adivities)?

. Dovyouwant others to respect wou'?

. Dovyou have love foryour peers?

. Dovyouhelpyoungerones?

. Dovyou pity others?

. Dovyoutake part in community farmine ?

. Dovyoushare your feelings oridea with others?

. Arewou helpful to aduhs?

. Dovyouliketosit around the fire at night ?

Chafidence

B,

Doyou hawe confidence to be resporsible for
others?

EL.

Doyou hawe confidence about wour future?

Ea.

Dovyouthinkyou can do thines like others?

Er.

Areyou mnfident of doing things on your own'’?

g3,

Areyou satsfied with wours elf?

Copyight 2013 by Kei L. Bamat, Ph.0.
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Post-Reintegration Assessment Tool = Client Version

Mot
appliable

Mot at
all

Rarely

Sometimes

LA

g,

Dowou fee|s afe when you are on your own'?

Spiritesliby

B0.

Dowyou find streneth and mmfort inyour religion?

Bl

Dowou engaze in relgiows pradices (pray, attend
worship services, etc)to help you @mpe with bad
thines?

B3,

Dowou believethat God Iowes wou and @res foryou,
even when bad things happen?

Fowmily Accepionce & Support

B2,

Zince leaving the shelter, do wou feel wou are
welmmein the famibkowith whomsou [pe?

B

Since leavwingthe shelter, haweyour @regivers been
=ood to you®

BE.

Zince leavinz the shelter, haweyou been safe from
being werbally, physially, and/orsecually abused by
famik members?

Ba.

Dowou arrently hawethes ame opportunities and
respors ibilities as other children inthe famibe (or
howsehold)?

67,

Zince leavinzthe shelter, do your caregivers
adequately support you and help meet your physical
needs (food, accommuodation, dothing, education,
finances 7

. Zince leaving the shelter, do ywour caregivers

adequately support you and help meet yours ocial
and emotional needs ¥

Gammunity Acoepionce

Bg.

Zince leavingthe shelter, do you feel you hawe been
welmmed badk into the mmmunity where you live?

7.

Since leavinethe shelter, hawethepeople in this
community beeneood to you?

. Since leavingthe shelter, haveyou been safe from

being werbally, physically, and/orsecually abused by
community members?

. Do mmmunity members currenthy treat you the

same way & other childreninthe community?

EED

Dowou regularhy interac with friends in your
COmmunity ?

Fi

Dowou resularky interad with trusted adults inyour
COmmunity’?

Trmume o, Ansiety & DepiE seinn Somle, oid Hosilin sorke: terms mared with sometimes™ or “alweys” are clinicalby
melevant, indicating the need for ime re mtion or montoring.

Pmsackd Behovior Tle, Corfidence Tole, Spicl adlity Sole, Fomiby Accephonce £ Suppont Sele, oad Cammuaniy Aoce mence
Se: 1terms marked with “notat all” or Ymeb*are clinically ekwant, indicating the need for ime ree ntion or manitoring.

*fclientamswers Question 22or 28 with "Emehy,” “sometimes,” or “always,” courselor must further asess the o lient for

suicidality or lemm to othe s after completing this &s5es5me nt tool.

Copyioht @2013 by Ke L. Bamett, Ph .0,
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Post-Reintegration Assessment Tool = Clinician Version

Ciernt #:

Date of Administration:

Counselor Mame:

SocialWorker Mame:

Counselors and Social Workers: Flease read each item @refully and determine the sewerity of eadch riskfactor

based onwour arremt obserdations and interdiews during the follow-up Jsit. Markyour enswer with on X
according to how problematic each rik factor is for the sureivor [OneX per question). If you don’t know an
answer, thy to #5885 the situation more thoroushbly before you answer the item.

Mot Mot at Minor Moderate | Serows
applicable all a Froblem Froblem Problem
problem
Physicel Healih
1. Surdwor & physi@lly disabled or has cumrent
health problems
2. Surdwvor 5 unable touse self-care skilk and has
poor hysiens
Eduatior | Yocatioral Functioning
3. Surdwor & not currenthls attendingschool (if school
e
4. Surdwvor does not approprigtely partidpate in
eduational class es
5. Surdwor & unable to make appropriate academic
pProEress
B, Surdwvor does not approprigtely particpate in
woiEtional dass es orinmmeEsnerating activities
7. After attendine wocational training, sursior is
unable to adequately usewocational s klls
Surdwor shows poor attention and concentration
9. Surdvor struegles with learning and applying
information
10. Surdwor ha no interest in eductional or
woEtional treinine or partidpating in inmme
Eenerating adivties
Chping Skills
11. Surdvor & unable to use healthy coping skilk to
deal with her emotions or psychologicl proble ms
12, Surdvor engages in self-harming behaviors or
thinks about hurting/killing hers eff
13. Surdwvor & unable to resohee conflicts in an
pprmoprigte manner
14, Surdwor does not approprigtely s esk attention,
Imee, and support from caregivers or peers
15, Surdvor believes she & to blame for past
traumatic events
16. Surdwor beliewss she & poss essed by demonic
foroes
17. Surdwor belieges that God has abandoned heror
is punishine her
Page 1 of 2
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Post-Reintegration Assessment Tool — Clinician Version

Mot Mot at Minor Moderate | Serows
applicable all a Froblem Froblem Froblem
problam

Self-ProEection Skills

12, Surdwor trusts adults non-s el ectively

19. Survvor does not know how to recognize
dangerows situatiom

20, Survvor 5 unable to mmmunicate her desires or
advo@te for her neads

21. Surdvor believes she B respaonsible for fulfilling
the finandal needs of her famiky

22. Survivor wants to [or does) maintain a relationship
withthe perpetrator

Fevmihy Rigk Fociors

23, The @regier & unable to adequately meet the
emotional and social neads ofthe surdivar

24, The @regiver & unable to adequataly mesat the
phys ical needs of the surdwor (food,
acmmmaodation, clothing, eduction, finances)

25, The @regiver msigns chores ortasks that are
harmful to the surdvor's developpment

26. The @regiver blames orstismatizes the sureior

27. There & [orsuspected to be) auirrent famiky
Winlence, abus e, or @regiser marital problems
within the home the famiby is living in

23, The @megier & unable to protect the sursivor
from high ri ksituations

29, Family members hawe victimized, abused, or
edploited the surdivorsince reinteg ation

Thmmunily Risk Feciars

30. People inthe community aurrenths blame or
stematzethesursivoror her famiby

31. The mmmunity is not asafe environment for the
surwivor or her family

32. Local authorities (willaze head, police, etc.), school
director, and teachers are not supportive or do
not understand the needs of the surdivorand her
famiky

33, People inthe community are unable to proted
the surdivor from high rsk situations.

24, Mon-family members have victimized, abused, or
edploited the surdivorsince reintegration

Physical Heml #h Soode, Ed wee tionol/ Vioee Sionel Functioning Scole, Ghping Skills Scmle, Self-Protes tion Skills Scole,
Frwnihy Risk Foctors Scoke, ond Conam ani by Risk Focbors Scole: [tems marked with "moderate problem® or "seriows
problem® are dinically relevant, indicatine the need for intersention or monitoring.

Page 2 of 2
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ANNEX 10: INFORMED CONSENT FORM - SEMI-STRUCTURED INTERVIEWS

Informed Consent Form
Roberts Wesleyan College

Program Evaluation of World Hope International’s
Trafficking in Persons - Recovery Centre in Sierra Leone

Investigator: Keri Bassett, Ph.D., Associate Professor of Psychology at Roberts Wesleyan College.

Purpose of Study:

This program evaluation is measuring implementation outputs and the expected outcomes of the
Trafficking in Persons — Recovery Centre (TIP-RC) project. In particular, this evaluation will study how
cooperation with partner organizations, the utilization of referral mechanisms, and the provision of
reintegration services contribute to the program model. Also, this evaluation will assess how effective
this project has been in building staff capacity, achieving the stabilization and recovery of victims of
trafficking, and successfully reintegrating trafficking survivors in the Sierra Leone community.

Procedures:

During this evaluation project, the investigator will conduct semi-structured interviews. Interview
questions will ask about your perception of the policies and practices of the TIP-RC in assisting victims
of trafficking as well as information about your organization’s role in combatting human trafficking in
Sierra Leone. Due to the nature of semi-structured interviews, the investigator has a set of questions
designed to help you relate your perspectives; however, over the course of the interview, additional
clarifying questions may be asked. Throughout the interview process, the investigator will be taking
notes of your answers, which will remain confidential. In addition, the data collected from these
interviews will not be used for employee performance reviews or other employment-related issues.

Voluntary Nature:

Your participation in this evaluation is completely voluntary and you may withdraw your consent to
participate at any time during the process without penalty. You also may refuse to answer questions
without penalty. If you choose to do so, any information derived from your participation will be deleted
from the evaluation’s findings.

Risks and Benefits to Participant:

There are no known risks associated with this evaluation project. If you feel uncomfortable with some of
the questions in the interview, you can stop at any time. A potential benefit of participating in this
evaluation project is that the findings may help with improving the quality of care provided at the TIP-
RC. Additionally, the findings from this project have the potential to benefit society by providing a
clearer understanding of factors contributing to effective aftercare services for victims of trafficking.

Compensation:
There is no compensation in this evaluation project.
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Confidentiality:

Your participation in this evaluation project will be strictly confidential. No identifying information will
be collected in this project, and all findings will be reported in aggregate form with no identifying
information. However, direct quotes may be used in written reports or publications to more clearly
capture the meaning of the findings. No identifying information will be attached to direct quotes. At the
end of your interview, you will be asked if there is anything you said that you do not want included as a
quote, and the investigator will ensure that these statements are not used.

The data from this evaluation project will be stored in a locked cabinet or a password protected
computer in the investigator’s office. Only Dr. Keri Bassett will be able to access the data. The results
obtained from this study may be used for writing reports, scientific journals, or presented at scientific
meetings.

Contacts and Questions:

If you have any questions about this study or you experience any discomfort at any time, you may
contact Dr. Keri Bassett at Roberts Wesleyan College, 2301 Westside Drive, Rochester, NY 14624, 585-
594-6943, bassett keri@roberts.edu. You may also contact Dr. Rodney Bassett, Chair of the
Institutional Review Board at Roberts Wesleyan College. You may email him at Bassettr@roberts.edu
or call 585-594-6680.

DOCUMENTATION OF INFORMED CONSENT
You are voluntarily making a decision whether you wish to participate in this research project. Your signature

certifies that you have decided to participate having read and understood the information presented. You will
be given a copy of this consent form to keep.

Participant Name (Print)

Participant Signature

Date
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ANNEX 11: INFORMED CONSENT FORM - DIRECT OBSERVATIONS

Informed Consent Form
Roberts Wesleyan College

Program Evaluation of World Hope International’s
Trafficking in Persons - Recovery Centre in Sierra Leone

Investigator: Keri Bassett, Ph.D., Associate Professor of Psychology at Roberts Wesleyan College.

Purpose of Study:

This program evaluation is measuring implementation outputs and the expected outcomes of the
Trafficking in Persons — Recovery Centre (TIP-RC) project. In particular, this evaluation will study how
cooperation with partner organizations, the utilization of referral mechanisms, and the provision of
reintegration services contribute to the program model. Also, this evaluation will assess how effective
this project has been in building staff capacity, achieving the stabilization and recovery of victims of
trafficking, and successfully reintegrating trafficking survivors in the Sierra Leone community.

Procedures:

Over the course of your normal job responsibilities, direct observations will be used to assess general
patterns of interaction and functioning of the TIP-RC staff members. The focus of the observations will
be on general patterns of the entire staff, not on individual employees or clients. The data collected from
these observations will not be used for employee performance reviews or other employment-related
issues.

Voluntary Nature:

World Hope International values the potential benefits that this evaluation project may provide to the
organization and to the quality of care provided to the TIP-RC’s clients. Therefore, participation in the
direct observations of staff members’ normal job responsibilities is not voluntary.

Risks and Benefits to Participant:

There are no known risks associated with this evaluation project because participants will only be
observed in completing their normal job responsibilities. A potential benefit of participating in this
evaluation project is that the findings may help with improving the quality of care provided at the TIP-
RC. Additionally, the findings from this project have the potential to benefit society by providing a
clearer understanding of factors contributing to effective aftercare services for victims of trafficking.

Compensation:
There is no compensation in this evaluation project.

Confidentiality:

Your participation in this evaluation project will be strictly confidential. No identifying information will
be collected in this project, and all findings will be reported in aggregate form with no identifying
information. The data from this evaluation project will be stored in a locked cabinet or a password
protected computer in the investigator’s office. Only Dr. Keri Bassett will be able to access the data. The
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results obtained from this study may be used for writing reports, scientific journals, or presented at
scientific meetings.

Contacts and Questions:

If you have any questions about this study or you experience any discomfort at any time, you may
contact Dr. Keri Bassett at Roberts Wesleyan College, 2301 Westside Drive, Rochester, NY 14624, 585-
594-6943, bassett keri@roberts.edu. You may also contact Dr. Rodney Bassett, Chair of the
Institutional Review Board at Roberts Wesleyan College. You may email him at Bassettr@roberts.edu
or call 585-594-6680.

DOCUMENTATION OF INFORMED CONSENT
You are voluntarily making a decision whether you wish to participate in this research project. Your signature

certifies that you have decided to participate having read and understood the information presented. You will
be given a copy of this consent form to keep.

Participant Name (Print)

Participant Signature

Date

129


mailto:bassett_keri@roberts.edu
mailto:Bassettr@roberts.edu

ANNEX 12:

LOGIC MODEL OF THE TIP-RC PROJECT

Logic Model for World Hope International’s Trafficking in Persons — Recovery Centre (TIP-RC)

Assumptions

Program design is based on a victim-centered approach and follows
international standards for TIP aftercare, but is contextualized for the SL
context.

Comprehensive care requires a partnership with social services,
community stakeholders, police, and government sectors.
Long-term residential care is not optimal for child development,
especially in a family-oriented society like SL.

Clinical treatment model emphasizes the importance of therapeutic
relationships in the recovery process.

Decision making is based on the best interest of the VoT.
Team-based decision making improves quality of care.

External Factors

Limited structure, resources, or capacity in the GOSL to combat human
trafficking.

Prosecution of human trafficking perpetrators is very low in SL due to
problematic systemic issues in the judiciary.

Severely inadequate educational, medical, mental health, and social
services in SL. Most available services are located in Freetown, but
there is a lack of efficient and affordable transportation in SL.

Due to the low education levels and the lack of training in human
services in SL, there is an extremely limited pool of qualified service
providers, especially in regards to female service providers.

Building staff capacity in SL requires a significant amount of modeling,
hands-on practice, and supervision in addition to the provision of content
knowledge.

The cultural practice of mend pikin (i.e., children being fostered out and
raised by someone other than their biological parents) can mask
exploitation and contribute to the use of deception during trafficking acts.
Cultural beliefs related to human trafficking issues, especially in regards
to sexual exploitation and mental health symptoms, can lead to the
stigmatization of VoT, increasing the risk of re-trafficking or additional
exploitation.

WHI had a strong record of anti-trafficking work in SL and developed
strong working relationships with service providers, police, and SLG
before starting the TIP-RC.
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Inputs

Outputs

Activities

Reach

Outcomes -- Impact
Medium

Long

WHI administrative &
operational support

WHI's TIP Prevention
Programs in SL:

— 1

Referral services:

1. Qutreach trainings &
advocacy on TIP issues

2. Intake assessments

3. Case management

Implementing partners

Victims of trafficking (VoT) in
SL

1. Village Parent Groups services for non-
2. TIP education campaigns residential cases
TIP-RC Staff: Staff training & support HTI P-RC Staff

1 Shelter manager

1 Trauma care & protection
specialist

2 Social workers

2 Counselors

1 Teacher

1 Nurse

10 House parents

2 On-call house parents
2 Cooks

2 Drivers

1 Cleaner

4 Security guards

1 Bookkeeper

Implementing Partners:

DA WN =

TIP National Task Force
Government agencies

SL police

Medical providers
Alternative care providers
Other NGOs & CBOs in
SL

Facilities

Funding

Case management team

meetings:

1. Clinical supervision

2. Treatment plan
development

3. Reintegration plan
development

TIP-RC Staff

Shelter services:

. Residential care

. Medical care

. Health education

. Individual counseling

Group counseling

. Psychoeducation and life
skills training

. Educational services

. Vocational training

. Social and recreational
activities

10.Client assessments

~

0

VoT in SL (female adults &
minors; male minors)

Reintegration services:

1. Family tracing

2. Family bonding

3. Family & community
assessments

. Mediation

. Family & community
education on TIP issues

6. Reintegration support
packages

. Monitoring phone calls

. Community-based follow-
up visits

w0

0 ~

VoT in SL (female adults &
minors; male minors)

Families and communities of
VoT

v

I'e

Accurate identification and
admission of VoT to TIP-RC

and referral systems in SL

_"Systematic VoT identification

Increased safety & security
of VoT in SL society

Build staff capacity as

evidenced by:

1. High level of trauma-
informed care

2. Effective development &
implementation of
treatment plans

3. Effective development &
implementation of
reintegration plans

4. Regular use of data-based

decision making
5. Regular use of staff self-
care practices

pd

Va

4

Stabilization and recovery of

VoT as evidenced by:

1. Improved physical health

2. Reduced mental health
symptoms

3. Improved coping skills

4. Improved prosocial
behaviors

5. Improved resiliency (self-
protection skills and
confidence)

6. Improved academic skills

7. Improved vocational skills

8. Improved spiritual
resources

>

Successful reintegration of

VoT as evidenced by:

1. Low level of exploitation
risk factors

2. Positive psychosocial
adjustment

3. High level of family
acceptance and support

4. High level of community
acceptance

5. High level of academic or

vocational functioning

Increased independent and
adaptlve functioning of VoT
in SL society

Identify & equip appropriate
reintegration environments

v

Monitor VoT, families, &
communities for successful
reintegration

-
>

Legal support:

1. Link survivors with legal
representation

2. Pre/post-counseling for
legal events

VoT in SL (female adults &
minors; male minors)

Families of VoT

Increase VoT's access to
justice system

Promote prosecution of TIP
perpetrators

Reduced exploitation and
human trafficking in SL
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	The on-site evaluation was conducted in June 2016 by a licensed psychologist who completed an earlier evaluation of the TIP-RC Project in 2013. The core objectives of the evaluation were: (a) to assess implementation outputs not addressed in the original evaluation, and (b) to measure the expected outcomes of this project. The goals of this evaluation project are: (a) to provide recommendations to WHI to improve their model of services, and (b) to provide recommendations to J/TIP to inform their decisions r
	RESEARCH METHOLOGY 
	The main questions addressed by the evaluation include: 
	1.. 
	1.. 
	1.. 
	How does cooperation with partner organizations contribute to this model of services? 

	2.. 
	2.. 
	How do referral and screening procedures used to identify and admit beneficiaries to the TIP-RC contribute to or undermine implementation of this program model? 

	3.. 
	3.. 
	How do reintegration services contribute to or undermine implementation of this program model? 

	4.. 
	4.. 
	How effective has WHI been in building staff capacity at the TIP-RC? 

	5.. 
	5.. 
	How effective has the TIP-RC been in achieving stabilization and recovery of survivors? 

	6.. 
	6.. 
	How effective has the TIP-RC been in achieving successful reintegration of survivors in the Sierra Leone community? 


	To answer the evaluation questions, a broad range of qualitative and quantitative data was collected to inform the evaluation’s conclusions, recommendations, and lessons learned. The evaluation methodology was compromised of five main components: 
	1.. 
	1.. 
	1.. 
	A literature review on human trafficking and other related issues. The human trafficking literature was reviewed, with a special focus placed on the aftercare service delivery literature and child trafficking literature. As a means to supplement the limited literature on reintegration outcomes for victims of trafficking (VoT), the literature on reintegrated former child soldiers in Sierra Leone was also reviewed. 

	2.. 
	2.. 
	A desk review of documentation. A desk review  was comleted of the following. documentation: (a) grant documents and progress reports; (b) all TIP-RC policy, .procedures, and forms; and (c) training materials and curriculum.. 

	3.. 
	3.. 
	Semi-structured interviews. WHI employees and key informants at partner organizations were interviewed using an interview guide, which was developed to obtain primary data regarding the evaluation questions. 

	4.. 
	4.. 
	Direct observations. The evaluator completed direct observations of the TIP-RC staff members engaged in their normal job responsibilities, including six different shelter activities, one social worker follow-up training, and three regularly scheduled TIP-RC staff meetings. 

	5.. 
	5.. 
	Case file analyses. Primary data was obtained from WHI’s Data Sheet and case registration forms in the case files. Also, a chart review was conducted on 8 randomly chosen case files using a chart review rubric. Additional archival data used in this evaluation included the following client assessment data found in the case files: (a) the Clinical Care Assessment Tool (CCAT), which is supposed to be administered three times to all clients while in the shelter (i.e., baseline, midpoint, and endpoint administra


	This evaluation used a non-experimental design to evaluate this project. As a result, definitive causal relationships cannot be established between program inputs, outputs, and outcomes. All findings about what factors contribute to project outcomes must be considered as suggestive, rather than conclusive. 
	BACKGROUND ON THE TIP-RC PROJECT 
	According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra Leone is a source and destination country for trafficking in persons (TIP). Men, women, and children are most commonly trafficked from rural areas to urban areas for the purpose of exploitation in forced labor, domestic servitude, prostitution, and forced marriages. WHI has implemented anti-trafficking efforts in Sierra Leone since 2004, with intial projects focused on TIP prevention as well as the provision of case
	WHI initiated the TIP-RC Project in Freetown, Sierra Leone in March 2012, using funding from J/TIP. The TIP-RC provides holistic and comprehensive aftercare services to primarily female child trafficking victims by providing: (a) safe residential care for approximately 6 months; (b) short-term clinical care that addresses victims’ physical health, mental health, and social needs; 
	(c) legal support; and (d) reintegration support and case management services. The ultimate goal of these services is to support the recovery and successful reintegration of VoT into the Sierra Leone community. The TIP-RC also provides outreach trainings and advocacy on human trafficking issues with the intended pupose of strengthening sustainable systems and infrastructure that combat TIP in Sierra Leone. 
	At the time of the field research, 117 residential clients (63 during the pre-Ebola period, 21 during the Ebola period, and 37 since the shelter re-opened in October 2015) have received comprehensive aftercare services at the TIP-RC. In addition, 37 non-residential clients have 
	At the time of the field research, 117 residential clients (63 during the pre-Ebola period, 21 during the Ebola period, and 37 since the shelter re-opened in October 2015) have received comprehensive aftercare services at the TIP-RC. In addition, 37 non-residential clients have 
	received case management services. Since the TIP-RC reopened, 93% of the residential clients have been VoT, whereas 7% have been suspected TIP cases that turned out not to involve trafficking. Currently, the average length of residential care before reintegration is a little over 3 months, while reintegrated clients are provided reintegration support services for approximately 12 months after reintegration. 

	KEY FINDINGS 
	It can be concluded that TIP-RC Project has obtained successful results in a challenging environment. There is substantial evidence that the TIP-RC provides high quality, comprehensive aftercare services for primarily young female VoT in Sierra Leone. Moreover, the TIP-RC program model is generally effective in supporting the recovery of predominantly child trafficking victims and then successfully reintegrating them into normal community life in a low resourced country. However, one of the major weaknesses
	Cooperation with Partner Organizations. Developing collaborative partnerships with a wide range of organizations is one of the key factors in the project’s ability to provide high quality comprehensive aftercare services in Sierra Leone, while controlling costs. Cooperation with partner organizations contributes to the TIP-RC program model in several ways, including: (a) receiving official recognition from the GOSL; (b) improving victim identification and the use of referrals mechanisms to obtain psychosoci
	discounted medical care to adequately address clients’ physical health problems; (d) offering 
	residential care through alternative care providers for referred cases that do not meet the TIPRC’s residential admission criteria and for clients who cannot be reintegrated with family members; (e) supplementing their reintegration support services with assistance from implementing partners (e.g., helping with family tracing and monitoring reintegrated cases); and 
	-

	(f) offering some assistance with their clients’ immigration and legal issues. Yet, WHI needs to develop stronger partnerships with legal service providers and other human rights groups in Sierra Leone to promote increased prosecutions and convictions of trafficking-related offenses. 
	Referral and Screening Procedures. These procedures are in compliance with best practices from the victim identification literature (IOM, 2007; Macy & Graham, 2012). The project’s TIP-related trainings, in addition to WHI’s strong focus on relationship building with partner organizations, have improved the ability of the GOSL and other organizations to accurately identify and refer VoT to the shelter. Also, these efforts have helped the GOSL to strengthen the national referral mechanism, increasing the like
	Reintegration Support Services. The reintegration support services provided by the TIP-RC generally comply with recommended practices in the aftercare service delivery literature (IOM, 2007; Muraya & Fry, 2016). These services generally strengthen the TIP-RC program model and 
	Reintegration Support Services. The reintegration support services provided by the TIP-RC generally comply with recommended practices in the aftercare service delivery literature (IOM, 2007; Muraya & Fry, 2016). These services generally strengthen the TIP-RC program model and 
	contribute to successful reintegration outcomes. However, the weaknesses in their current service delivery model generally involve not providing sufficient levels of some of these services, as recommended in the aftercare service delivery literature (IOM, 2007; Muraya & Fry, 2016). These include: (a) not providing enough family bonding visits; (b) not adequately resourcing or supporting families to make their income generating projects sustainable; and (c) conducting fewer community-based follow-up visits f

	Staff Capacity Outcomes. At the outset of the TIP-RC Project, WHI struggled with recruiting and hiring qualified staff members because Sierra Leone has few professionally trained and qualified human service providers. WHI addressed this implementation issue by: (a) hiring Sierra Leonean staff members with the appropriate soft qualities to be competent caregivers; (b) employing an expatriate staff member with the appropriate clinical credentials to fill a clinical supervisor role; and (c) providing on-going 
	Stabilization and Recovery Outcomes. Based on the evidence available, the TIP-RC Project has generally been effective in stabilizing and recovering VoT over a broad range of comorbid problems during the course of residential care. The comprehensive aftercare services have had beneficial effects on significantly improving the following areas for the clientele: (a) physical health problems, (b) some mental health symptoms (i.e., trauma-related symptoms and internalizing problems), (c) coping skills, (d) self-
	Reintegration Outcomes. Based on the evidence available, the TIP-RC Project has been somewhat effective in successfully reintegrating VoT in the Sierra Leone community, even though these results are mixed. The TIP-RC reported only losing contact with approximately 3% of their reintegrated clients (before discharge from the program) over the course of the entire project, which suggests that probably few reintegrated clients have been re-trafficked during the standard 12-month follow-up period after reintegra
	RECOMMENDATIONS 
	This evaluation’s overarching recommendation is to continue the TIP-RC Project due to its successful results in a challenging environment. The following recommendations are offered to WHI to improve the model of services at the TIP-RC: 
	Develop a Sustainability Plan. It is recommended that WHI develop a plan to obtain sustainable funding for the TIP-RC Project. 
	Improve Record Keeping. The TIP-RC staff members need to improve their ability to document all clinical services in a timely fashion. It is recommended that all documentation policies and practices be updated and streamlined, and then WHI should use regular chart audits to hold staff members accountable for these policies. 
	Strengthen Data-Based Decision Making Practices. TIP-RC’s operating procedures should be modified to improve their ability to use data to monitor the effectiveness of interventions at both an individual and a programmatic level. 
	Build Additional Staff Capacity. The TIP-RC staff members need to be trained and supervised on using evidence-based interventions to reduce externalizing problems in the clientele. 
	Develop Additional Collaborative Partnerships. WHI needs to prioritize the development of collaborative partnerships with local organizations that provide the following services: (a) legal aid services; (b) vocational training; (c) community-based support services for children; and (d) micro-finance and business support for the income generating projects. 
	Improve Vocational Training. WHI should employ a Vocational Coordinator who can teach a marketable vocational skill for the Sierra Leone context and provide training on general business skills. 
	Strengthen Reintegration Support Packages. WHI should increase the size of the income generating projects, for at least the most economically insecure families, and provide additional training to the TIP-RC Social Workers on how to develop and support effective income generating projects for these families.   
	Continue Advocating and Training on TIP Issues. WHI should continue advocating and training on TIP-related issues to the GOSL and partner organizations to further improve accurate victim identification and the consistent use of the TIP national referral mechanism. 
	LESSONS LEARNED 
	The following lessons learned and promising practices have been identified to inform J/TIP’s decisions regarding the future design, implementation, and funding of comprehensive aftercare services for child trafficking victims: 
	Program Design. More effective outcomes are likely to be obtained when program designs include the following: 
	1.. 
	1.. 
	1.. 
	Strong referral services, including outreach trainings and advocacy for TIP-related issues; 

	2.. 
	2.. 
	Comprehensive service provision aimed at stabilizing and recovering clients, including residential care, physical health care, mental health care, chemical dependency treatment, education, vocational training, life skills education, and legal support; 

	3.. 
	3.. 
	Comprehensive reintegration support services, including (a) assessing and preparing clients, families, and communities for reintegration; (b) identifying reintegration protective factors and mitigating reintegration risk factors for clients, families, and communities; (c) utilizing adequate economic assistance strategies to help families obtain a sustainable income; (d) developing reintegration plans based on the best interest of clients and utilizing alternative care placements only if risk factors cannot 

	4.. 
	4.. 
	Appropriate staffing levels using professionally qualified service providers; 

	5.. 
	5.. 
	Systematic strategies to build staff capacity when operating in low resourced countries that have few professionally trained human service providers; 

	6.. 
	6.. 
	6.. 
	Effective monitoring and evaluation procedures, including evidence that staff members will routinely collect and analyze various forms of culturally and clinically relevant data 

	to identify problems, to inform decision making about interventions, and to monitor intervention effectiveness at both a client-level and a program-level; 

	7. 
	7. 
	Plans to obtain long-term sustainable program funding. 


	Project Implementation. Multidisciplinary and collaborative partnerships are usually necessary to provide high quality comprehensive aftercare services while controlling for program costs. Yet, it usually takes time and strong relationship building skills to establish these partnerships. Therefore, priority should be given to fund organizations that are well networked in a region or can demonstrate a proven track-record in establishing collaborative partnerships.  
	Funding. When programs operate in countries with limited affordable legal services, they will need additional funding to provide effective legal support for their clients in order to promote increased convictions of TIP perpetrators. Also, providing high quality comprehensive aftercare services to child trafficking victims is expensive. Until more research is conducted to determine what level of aftercare services are needed to obtain successful reintegration outcomes in this population, comprehensive servi
	1.0 INTRODUCTION & METHODOLOGY. 
	1.1 EVALUATION PURPOSE .
	World Hope International (WHI), both individually and as part of the Faith Alliance Against Slavery and Trafficking (FAAST), has implemented anti-trafficking efforts in Sierra Leone since 2004 when it received a grant from the United States Department of State’s Office to Monitor and Combat Trafficking in Persons (J/TIP). Their initial project was focused on trafficking in persons (TIP) prevention, including increasing community awareness of TIP, establishing Village Parent Groups (VGP) throughout the count
	Because Sierra Leone did not have any specialized residential care or comprehensive aftercare services for VoT, WHI initiated the Trafficking in Persons – Recovery Centre (TIPRC) in Freetown, Sierra Leone in March 2012 as a pilot project, using funding from J/TIP. The TIP-RC provides holistic and comprehensive aftercare services to primarily female child trafficking victims in Sierra Leone by providing: (a) safe residential care for approximately 6 months; (b) short-term clinical care that addresses survivo
	-

	At the conclusion of the 1-year long pilot project, a third-party program evaluation was undertaken by this evaluator, which determined that the TIP-RC program model was providing quality clinical care to VoT (Barnett, 2013). This evaluation also provided the TIP-RC with the Clinical Care Assessment Tool (CCAT) and the Post-Reintegration Assessment Tool (PRAT) in order to measure outcomes of this project, which WHI implemented in their standard operating procedure in August 2014. However, the implementation
	As an extension of the 2013 evaluation, J/TIP contracted this evaluator to conduct another third-party program evaluation of the TIP-RC Project, primarily focusing on the period since October 2015, in order: (a) to assess implementation outputs not addressed in the original evaluation, and (b) to measure the expected outcomes of this project, including data collected from the previously developed client assessment tools. The goals of this evaluation project are: (a) to provide recommendations to WHI to impr
	As an extension of the 2013 evaluation, J/TIP contracted this evaluator to conduct another third-party program evaluation of the TIP-RC Project, primarily focusing on the period since October 2015, in order: (a) to assess implementation outputs not addressed in the original evaluation, and (b) to measure the expected outcomes of this project, including data collected from the previously developed client assessment tools. The goals of this evaluation project are: (a) to provide recommendations to WHI to impr
	implementation, and funding of effective comprehensive aftercare programs for survivors of human trafficking (see Annexes 1 and 2 for Statement of Work and Disclosure of Conflict of Interest). 

	1.2 EVALUATION QUESTIONS 
	This evaluation has six evaluation questions organized under two primary objectives: 
	a.. 
	a.. 
	a.. 
	a.. 
	Assess externally-focused implementation outputs of the TIP-RC program model: 

	1.. 
	1.. 
	1.. 
	How does cooperation with partner organizations contribute to this model of services? 

	2.. 
	2.. 
	How do referral and screening procedures used to identify and admit beneficiaries to the TIP-RC contribute to or undermine implementation of this program model? 

	3.. 
	3.. 
	How do reintegration services contribute to or undermine implementation of this program model? 



	b.. 
	b.. 
	b.. 
	Assess expected outcomes of the TIP-RC program model: 

	1.. 
	1.. 
	1.. 
	How effective has WHI been in building staff capacity at the TIP-RC? 

	2.. 
	2.. 
	How effective has the TIP-RC been in achieving stabilization and recovery of survivors? 

	3.. 
	3.. 
	How effective has the TIP-RC been in achieving successful reintegration of survivors in the Sierra Leone community? 




	1.3 EVALUATION METHODOLOGY 
	To answer the evaluation questions, a broad range of qualitative and quantitative data was collected to inform the evaluation’s conclusions, recommendations, and lessons learned. The evaluation was compromised of five main components: (a) a literature review on human trafficking and other related issues, (b) a desk review of documentation, (c) semi-structured interviews, (d) direct observations, and (e) case file analyses. A comprehensive evaluation design matrix was developed to link the methodology and da
	Literature Review 
	An initial literature review was conducted prior to commencing the field research, with additional resources reviewed following the field research. Very little research exists on human trafficking issues related to Sierra Leone or West Africa. Therefore, the human trafficking literature from other global regions was consulted, with a special focus placed on the aftercare service delivery literature and the child trafficking literature. As a means to supplement the limited literature on reintegration outcome
	Desk Review of Documentation 
	Information gathering also included a desk review of all the below documentation: (a) grant documents and progress reports; (b) all TIP-RC policy, procedures, and forms (e.g., child protection policy, job descriptions, case file documentation, and the TIP Assessment Tool); and 
	Information gathering also included a desk review of all the below documentation: (a) grant documents and progress reports; (b) all TIP-RC policy, procedures, and forms (e.g., child protection policy, job descriptions, case file documentation, and the TIP Assessment Tool); and 
	(c) training materials and curriculum (e.g., caregiver training manuel, first aid arts curriculum, and service providers training of the trainers manual). In addition, the following documents from the Government of Sierra Leone (GOSL) were reviewed: the Anti-Human Trafficking Act of 2005 and the National Referral Protocol on Gender Based Violence. 

	Semi-Structured Interviews 
	The evaluator conducted semi-structured interviews with WHI employees and key informants at partner organizations. An interview guide was developed to obtain primary data regarding the research questions (see Annex 4). Although it addressed all the key research questions, it was not exhaustive and additional clarifying questions were asked. Also, only appropriate sections of the interview guide were utilized based on the respondent’s job description or expertise (see Annex 5 for the Interview Guide Matix). 
	The following staff members of the TIP-RC were interviewed: Shelter Manager, Trauma Care & Protection Specialist (TCPS), 2 Counselors, 2 Social Workers, Nurse, Teacher, and 2 House Parents. In addition, semi-structured interviews were conducted with two additional WHI staff members in Sierra Leone: WHI Anti-Trafficking Technical Advisor and WHI TIP Prevention Director. Other participants in the semi-structured interviews included key informants at partner organizations, including the Family Support Unit (FS
	Ministry of Social Welfare, Gender, and Children’s Affairs (MSWGCA), Aberdeen Women’s 
	Centre (AWC), Rainbo Initiatives, Word Made Flesh (WMF), and two Village Parent Groups (VPG). 
	Direct Observations 
	Direct observations of the TIP-RC staff members engaged in their normal job responsibilities were used to triangulate information from the semi-structured interviews and the desk review of program documentation. The focus of the observations was on the general patterns of interaction and functioning of the TIP-RC staff members, not on individual employees or clients. The evaluator completed a recording sheet for each activity observed (see Annex 6), which was based off of Johnson’s (2012) list of recommende
	Case File Analyses 
	The evaluator obtained primary data about the demographic characteristics of all previous TIPRC clients from WHI’s Data Sheet. For clients admitted since October 2015, more detailed demographic information was obtained from the case registration forms included in the case files. Additionally, a chart review was conducted on 8 randomly chosen case files (5 reintegrated clients and 3 residential clients) to audit accurate documentation. The treatment plans and the reintegration plans in each of these case fil
	The evaluator obtained primary data about the demographic characteristics of all previous TIPRC clients from WHI’s Data Sheet. For clients admitted since October 2015, more detailed demographic information was obtained from the case registration forms included in the case files. Additionally, a chart review was conducted on 8 randomly chosen case files (5 reintegrated clients and 3 residential clients) to audit accurate documentation. The treatment plans and the reintegration plans in each of these case fil
	-

	Grace, 2008; Grant & Hudlin, 2007; Macy & Johns, 2011; Muraya & Fry, 2016; Williamson, Dutch, & Clawson, 2010). 

	Additional archival data used in this evaluation included the following client assessment data found in the case files: (a) the CCAT, which is supposed to be administered three times to all clients while in the shelter (i.e., baseline, midpoint, and endpoint administrations); and (b) the PRAT, which is supposed to be administered to all reintegrated clients 9-months after reintegration (see Annexes 8 and 9). The CCAT and PRAT were developed specifically for the TIP-RC Project based on a literature review of
	Both the CCAT and PRAT record self-reported data from clients and clinical observations from Counselors/Social Workers; therefore, there is a client version and clinician version for each instrument. Due to the low rates of adequate literacy in the TIP-RC clientele, the client versions were administered to the clients by their assigned clinician. As per the recommendations of the 2013 TIP-RC Evaluation (Barnett, 2013), both instruments were supposed to be translated into Krio, but this recommendation was no
	“conscious” to measure “on guard”). 
	The CCAT and PRAT include adapted items (based on feedback from the TIP-RC clinical staff) from the Oxford Measure of Psychosocial Adjustment (MacMullin & Loughry, 2004), and the PTSD-8 (Hansen et al., 2010). The Oxford Measure of Psychosocial Adjustment was validated to assess culturally relevant indicators of psychosocial adjustment in former child soldier in Sierra Leone and Northern Uganda, and it was designed to evaluate the outcomes for reintegration programs for child soldiers. Betancourt, Brennan, R
	In addition, the following CCAT and PRAT scales are based on scaled and adapted items from the TIP-RC’s child risk assessment form and family and community risk assessment form: 
	In addition, the following CCAT and PRAT scales are based on scaled and adapted items from the TIP-RC’s child risk assessment form and family and community risk assessment form: 
	Physical Health, Educational/Vocational Functioning, Coping Skills, Self-Protection Skills, 

	Family Risk Factors, and Community Risk Factors. Based on WHI’s experience providing 
	aftercare services to VoT in Cambodia and Sierra Leone, these scales measure variables that they have found to be useful in determining the protective factors and risk factors that affect reintegration outcomes. Also, since WHI is a faith-based organization, the CCAT and PRAT’s Spirituality scale was added based on recommendations by WHI to determine how the TIP-RC Project affects clients’ spiritual coping regarding their traumatic experiences. Lastly, the Family Acceptance and the Community Acceptance scal
	Table 1 lists the reliability coefficients (Cronbach alphas) for the baseline CCAT scales and the PRAT scales for the present study.  The majority of the scales showed acceptable levels of reliability, although items were removed from some scales to obtain stronger reliability coefficients, as indicated in Table 1. However, some scales demonstrated only marginal levels of reliability, which could be partially related to the small sample size used in this study. Also, the Prosocial Behavior, Spirituality, Co
	Plan for Human Subject Protections 
	The research protocol for this study was approved by the Institutional Review Board (IRB) at the evaluator’s primary institutional affiliation (Roberts Wesleyan College) for human subject protections. No data was collected until the IRB approved this project. The evaluator obtained informed consent from all the participants who were involved in the semi-structured interviews and direct observations (see Annex 10 and 11 for the informed consent forms). Participation in the semi-structured interviews was volu
	All collected data, including interview notes, direct observations recording sheets, archival data, and program documentation, remain strictly confidential. No identifying information was collected in this project, and all findings are reported in aggregate form with no identifying information. All archival data was coded using client ID numbers. In addition, all collected data 
	All collected data, including interview notes, direct observations recording sheets, archival data, and program documentation, remain strictly confidential. No identifying information was collected in this project, and all findings are reported in aggregate form with no identifying information. All archival data was coded using client ID numbers. In addition, all collected data 
	is stored in a locked cabinet or a password protected computer in the evaluator’s office. Only this evaluator has access to the data. 

	Table 1 Reliability Coefficients and Reverse Scoring for CCAT and PRAT Scales 
	CCAT 
	CCAT 
	CCAT 
	PRAT 
	Scale 

	TR
	Reversed 

	Scales 
	Scales 
	α 
	α 
	Scored 

	Trauma 
	Trauma 
	.80 
	.67 

	Anxiety & Depression 
	Anxiety & Depression 
	.86 
	.81 

	Hostility 
	Hostility 
	.89 
	.84 

	Prosocial Behavior a 
	Prosocial Behavior a 
	.50 
	.90 
	Yes 

	Confidence b 
	Confidence b 
	.51 
	.54 
	Yes 

	Spirituality 
	Spirituality 
	.48 
	.78 
	Yes 

	Physical Health 
	Physical Health 
	-.11 
	-e 
	-


	Educational/Vocational Functioning 
	Educational/Vocational Functioning 
	.93 
	.96 

	Coping Skills 
	Coping Skills 
	.63 
	.77 

	Self-Protection Skills 
	Self-Protection Skills 
	.51 
	.77 

	Family Acceptance & Support c 
	Family Acceptance & Support c 
	.71 
	Yes 

	Community Acceptance d 
	Community Acceptance d 
	.49 
	Yes 

	Family Risk Factors 
	Family Risk Factors 
	.72 

	Community Risk Factors 
	Community Risk Factors 
	1.00 


	Items 44 and 53 from the CCAT-Client and PRAT-Client were removed.. Item 59 from the CCAT-Client and PRAT-Client was removed.  .Item 65 from the PRAT-Client was removed. .Item 73 from the PRAT-Client was removed.. The Cronbach alpha could not be computed due to the lack of variance.. 
	a 
	b 
	c 
	d 
	e 

	1.4 EVALUATION LIMITATIONS 
	This evaluation study establishes the level of outcomes for the TIP-RC Project in regards to building staff capacity, achieving the stabilization and recovery of VoT, and successfully reintegrating VoT in the Sierra Leone community. However, because this study used a non-experimental design to evaluate this project, definitive causal relationships cannot be established between program inputs, outputs, and outcomes. Therefore, all findings about what factors contribute to the outcomes must be considered as s
	Another limitation of this study is that the robustness of the outcome data collected via the CCAT and PRAT has been negatively affected by the lack of fidelity during administration procedures. For example, TIP-RC staff members did not consistently administer both the CCAT-Client and CCAT-Clinician at all three administration periods to all clients, making the data set incomplete and reducing the power of the statistical analyses completed. Also, the validity and reliability of the CCAT and PRAT could be n
	Although interviewing the TIP-RC clients could have provided beneficial information, this option was not utilized due to the fact that all the clients are traumatized individuals, who are mostly minors, in a vulnerable position. It would be difficult for clients, especially children, to give accurate perceptions of the TIP-RC while still receiving residential care or reintegration support services from WHI (Brunovski & Surtees, 2010). It is also only recommended to use direct methods (e.g., interviews) to c
	2.0 BACKGROUND. 
	2.1 BACKGROUND ON TIP IN SIERRA LEONE. 
	According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra Leone is a source and destination country for TIP. Men, women, and children are most commonly trafficked from rural areas to urban areas for the purpose of exploitation in forced labor (e.g., in mining, fishing, or agricultural sectors as well as petty trading and begging), domestic servitude, prostitution, and forced marriages. There is evidence that transnational trafficking to and from Sierra Leone has recently i
	There has been little research conducted on human trafficking in Sierra Leone, besides a preliminary assessment of child trafficking in 2005, which found that child trafficking was a common occurrence in Sierra Leone (Surtees, 2005). At the time of this assessment, child trafficking primarily involved internal trafficking from rural to urban areas for the purpose of forced labor (e.g., domestic work, mining, fishing, and agriculture) or sexual exploitation (e.g., sexual servitude and prostitution). Surtees 
	2.1.1 Causes of TIP in Sierra Leone 
	Human trafficking in Africa has been attributed to high rates of poverty, which are exacerbated by a cultural climate that often tolerates a high prevalence of gender discrimination and gender-based violence (UNICEF, 2005). According to Sawadogo (2012), transnational human trafficking in West Africa is due to two main causes: socio-economic factors and politico-institutional factors. Socio-economic factors include “. . . limited economic alternatives, disparate socio-economic conditions, regional imbalances
	Surtees (2005) noted that the causes of TIP in Sierra Leone are similar to other countries, 
	including “. . . economic causes (poverty and material aspirations), political and legal factors 
	(war, corruption, porous borders), cultural factors (normative migration, child labour, early marriage, etc.), social condition (limited education, violence in the home) and individual characteristics (rebellion and peer influence)” (p. 4). According to the 2015 Human Development Report (United Nations Development Programme, 2015), Sierra Leone is listed as having low levels of human development and is ranked 181out of 188 countries. Therefore, TIP in Sierra Leone is exacerbated by the following development
	th 

	2.1.2 Government Efforts to Combat TIP 
	According to the 2016 Trafficking in Persons Report (U.S. Department of State, 2016), Sierra Leone is currently listed as Tier 2 country; the Government of Sierra Leone (GOSL) has made efforts to eliminate TIP, even though it does not fully meet the minimum standards set by the Trafficking Victims Protection Act (TVPA). The GOSL sustained modest efforts in the areas of prevention, protection, and prosecution of human trafficking. Although the Anti-Human Trafficking Act of 2005 prohibits all forms of human t
	2.2 BACKGROUND ON THE TIP-RC PROJECT 
	WHI is a faith-based, relief and development NGO founded in 1996. Its main headquarters are in Alexandria, VA, and it operates in 15 countries around the world. WHI began working in Sierra Leone in 1997 to provide war relief in response to the Sierra Leone civil war. WHI partners with the Wesleyan Church in Sierra Leone to provide relief and development programs. In 2004, WHI began combatting human trafficking in Sierra Leone as part of the FAITH consortium, which 
	WHI is a faith-based, relief and development NGO founded in 1996. Its main headquarters are in Alexandria, VA, and it operates in 15 countries around the world. WHI began working in Sierra Leone in 1997 to provide war relief in response to the Sierra Leone civil war. WHI partners with the Wesleyan Church in Sierra Leone to provide relief and development programs. In 2004, WHI began combatting human trafficking in Sierra Leone as part of the FAITH consortium, which 
	then changed to the FAAST consortium. WHI and World Relief were the only FAAST implementing partners in Sierra Leone until World Relief pulled out of the country in 2008. Since then, WHI has been the only NGO combatting human trafficking in Sierra Leone. 

	From 2004-2008, FAAST’s anti-trafficking projects were focused primarily on prevention, including  public awareness compaigns and advocating on TIP-related issues with the GOSL. During this time period, FAAST started the VPGs, which are community groups comprised of community stakeholders who provide education on TIP, gender-based violence (GBV), and forced labor in their local communities. They are also trained in victim identification, basic victim assistance, and legal advocacy, including police and cour
	From 2008-2012, WHI developed the Rapid Response Project as a result of the increased identification of VoT due to their prevention projects. Through this project, social workers provided case management services to meet the immediate needs (e.g., clothing, food, medical care, and referrals for residential care) of identified victims. According to key informants, it became clear to WHI and the VPGs that the residential care available at that time was not adequate or appropriate for the needs of VoT. Residen
	WHI secured funding from J/TIP to start the TIP-RC Project, and the shelter began operating in May 2012. It operated under normal capacity until August 1, 2014 when a National State of Emergency was declared due to the Ebola epidemic in West Africa. The TIP-RC then halted all new residential admissions to prevent the spread of Ebola into the shelter, and they also delayed all further reintegrations due to Ebola-related travel restrictions. Normal activities slowly started back up in February 2015 as governm
	2.2.1 Project Goals and Logic Model 
	The primary goal of the TIP-RC Project is to provide holistic and comprehensive care to human trafficking survivors in order to support their recovery and successful reintegration into the Sierra Leone community. Another goal of the project is to strengthen systems and infrastructure 
	The primary goal of the TIP-RC Project is to provide holistic and comprehensive care to human trafficking survivors in order to support their recovery and successful reintegration into the Sierra Leone community. Another goal of the project is to strengthen systems and infrastructure 
	in order to develop a sustainable approach to combatting TIP in Sierra Leone. Annex 12 contains a logic model of the TIP-RC Project. It identifies the main assumptions and external factors affecting the program design, and it also explains the relationship between program inputs (e.g., resources used to generate program activities), outputs (i.e., program activities and participants), and outcomes. The TIP-RC program design is based on a victim-centered approach. “A victim-centered approach provides a syste

	2.2.2 Facilities 
	Administrative support for the TIP-RC Project is located in WHI’s main office in Freetown, whereas residential care is provided in a large house within a walled compound in a residential neighborhood in the Freetown area. The shelter is located at an undisclosed location due to confidentiality and safety issues, while a security guard is located on premises at all times. The aftercare service delivery literature recommends that residential care for child trafficking survivors should be provided in a safe, s
	2.2.3 Characteristics of the Staff 
	The current composition of the TIP-RC staff includes: 1 Shelter Manager, 1 Trauma Care and Protection Specialist (TCPS), 2 Social Workers, 2 Counselors, 1 Teacher, 1 Nurse, 10 House Parents, 2 on-call House Parents, 2 Cooks, 2 Drivers, 1 Cleaner, 4 Security Guards, and 1 Bookkeeper. The Shelter Manager is responsible for all program operations, and the TCPS is in charge of overseeing the clinical care provided at the TIP-RC Project. Thus, the Shelter Manager provides managerial supervision for all staff mem
	The current composition of the TIP-RC staff includes: 1 Shelter Manager, 1 Trauma Care and Protection Specialist (TCPS), 2 Social Workers, 2 Counselors, 1 Teacher, 1 Nurse, 10 House Parents, 2 on-call House Parents, 2 Cooks, 2 Drivers, 1 Cleaner, 4 Security Guards, and 1 Bookkeeper. The Shelter Manager is responsible for all program operations, and the TCPS is in charge of overseeing the clinical care provided at the TIP-RC Project. Thus, the Shelter Manager provides managerial supervision for all staff mem
	the Sierra Leone Country Director. The Country Director provides managerial support, including advice and support for day-to-day issues, whereas the Vice President of Programs provides more support in regards to project implementation and funding. In addition, the TIP-RC Project receives additional in-country technical support, especially during management team meetings, from the WHI Anti-Trafficking Technical Advisor and the WHI TIP Prevention Director, even though these staff members are supported via oth

	Residential care is primarily provided by the House Parents, which includes 3 House Parent Team Leaders and an Activities Coordinator. Three House Parents, including one House Parent Team Leader, are on duty at all times. When the shelter is over-capacity (i.e., more than 20-22 residential clients), 4 House Parents are utilized for each shift to adequately supervise the additional clients. During business hours, the Nurse, the Teacher, and two Counselors also work on-site at the shelter and assist with the 
	All staff members are female, except for one House Parent/Activity Coordinator, the Security Guards, and the Drivers. Also, all staff members are Sierra Leoneans, except for the TCPS. Currently, the TCPS is an American mental health counselor who is licensed in Washington State. The rest of the clinical staff members have some post-secondary education, yet none of them have a 4-year college degree. This reflects the lack of educational opportunities and the limited development of the social service field in
	Although the TIP-RC has struggled with recruiting well qualified staff members (see discussion in Section 2.2.7), it has excellent staff retention in that they have only lost 2 staff members in the last 3 years. This is an improvement from the 50% staff retention rate during the TIP-RC’s first year of operation (Barnett, 2013). The initial staff retention problems were related to the difficulty of finding qualified staff members with a good fit to the program. However, key informants believe another importa
	Although the TIP-RC has struggled with recruiting well qualified staff members (see discussion in Section 2.2.7), it has excellent staff retention in that they have only lost 2 staff members in the last 3 years. This is an improvement from the 50% staff retention rate during the TIP-RC’s first year of operation (Barnett, 2013). The initial staff retention problems were related to the difficulty of finding qualified staff members with a good fit to the program. However, key informants believe another importa
	meeting. During all three of these meetings, it was clear that staff members had supportive, collegial relationships with each other, and they used these meeting to collaboratively process problems and brainstorm solutions.  

	2.2.4 Admission Criteria 
	The TIP-RC Project has provided comprehensive aftercare services to mostly female minors, although they have admitted some young boys and young adult women. From 2012 until the shelter closed in July 2015, the admission criteria for residential care required one of the following presenting issues: (a) a victim of human trafficking (as defined by the 2005 Anti-Human Trafficking Act), or (b) a victim of rape/sexual abuse that is vulnerable to trafficking due to high levels of trauma, on-going security needs, 
	-

	When the TIP-RC reopened in October 2015, WHI further tightened the admission criteria to only provide residential care to victims of human trafficking (as defined by the 2005 Anti-Human Trafficking Act) that are children (i.e., female minors and males under the age of 10) and young adult women. Still, they will admit suspected human trafficking cases “to be on the safe side,” according to one respondent. Since the TIP-RC reopened, 93% of the residential clients have been VoT, whereas 7% have been suspected
	-
	-

	2.2.5 Characteristics of the Clientele 
	From 2012 until the shelter closed in July 2015, 80 residential clients (63 during the pre-Ebola period and 21 during the Ebola period) received comprehensive aftercare services at the TIP-RC, including 77 reintegrated clients and 3 transferred to other service providers. The mean age of these residential clients was 11, ranging in age from 2 to 23. Females made up 95% of all residential clients. During the same timeframe, 18 non-residential clients received case management services, including 4 during the 
	The mean age of these non-residential clients was 14.5, ranging in age from 3 to 35. The gender make-up of these non-residential clients included: 50% female, 11% male, and 39% none listed. 
	From October 2015 until the time of the field research, 37 residential clients have received comprehensive aftercare services at the TIP-RC, including 12 reintegrated clients and 25 clients currently in residential care. During the same timeframe, 19 non-residential clients received case management services, including 18 that are currently receiving residential care at alternative care providers. During the course of the field research, the TIP-RC received 17 new referrals, including 7 of the 37 residential
	For trafficking clients in residential care (n = 28), the mean total time spent in trafficking was 
	13.8 months, ranging from 2 days to 9 years. Table 3 lists more detailed information about these trafficking clients. For 8 of the trafficking cases, the clients were intercepted while in transit before the intended exploitation occurred. These cases are routinely admitted to the shelter to prevent spontaneous reintegrations (i.e., reunification with family members without adequate assessment of family and community risk factors) and to minimize the risk of re-trafficking. According to key informants and Su
	Since the shelter reopened in October 2015, 12 of the 37 residential clients have been reintegrated. For these 12 reintegrated cases, the mean length of residential care before reintegration was 96 days (3.2 months). The range was from 59 days (almost 2 months) to 180 days (6 months). Table 4 breaks down the mean length of residential care at the TIP-RC based on different operational time periods. As noted in Table 4, during the pre-Ebola timeframe (i.e., May 2012 until August 2014), the length of residenti
	Since the shelter reopened in October 2015, 12 of the 37 residential clients have been reintegrated. For these 12 reintegrated cases, the mean length of residential care before reintegration was 96 days (3.2 months). The range was from 59 days (almost 2 months) to 180 days (6 months). Table 4 breaks down the mean length of residential care at the TIP-RC based on different operational time periods. As noted in Table 4, during the pre-Ebola timeframe (i.e., May 2012 until August 2014), the length of residenti
	TIP-RC reopened in October 2015, the mean length of residential care has returned to a level that is comparable to the mean during the 2year of operation in the pre-Ebola period. 
	nd 


	Table 2 
	Demographic Information for TIP-RC Residential Clients Since October 2015 (n=30) 
	Demographic 
	Demographic 
	Demographic 
	n 
	Percentage 

	Female 
	Female 
	30 
	100% 

	Age 
	Age 

	Age 6-12 
	Age 6-12 
	15 
	50% 

	Age 13-18 
	Age 13-18 
	11 
	37% 

	Age 19-25 
	Age 19-25 

	Nationality 
	Nationality 

	Sierra Leone 
	Sierra Leone 
	27 
	90% 

	Kenya 
	Kenya 
	2 
	7% 

	Liberia 
	Liberia 
	1 
	3% 

	Education Level 
	Education Level 

	No formal schooling 
	No formal schooling 
	1 
	3% 

	Primary school 
	Primary school 
	21 
	70% 

	Junior secondary school 
	Junior secondary school 
	4 
	13% 

	Senior secondary school 
	Senior secondary school 
	1 
	3% 

	Post-secondary education 
	Post-secondary education 
	2 
	7% 

	None listed 
	None listed 
	1 
	3% 

	Presenting Issue 
	Presenting Issue 

	Trafficking victim 
	Trafficking victim 
	28 
	93.3% 

	Rape victim a 
	Rape victim a 
	1 
	3.3% 

	Labor exploitation/neglect a 
	Labor exploitation/neglect a 
	1 
	3.3% 


	Gender 
	4 13% 
	Note. The above table does not include cases admitted during the course of the field research Suspected TIP case at admission 
	a 

	Table 3 
	Characteristics of the Trafficking Clients in Residential Care Since October 2015 (n=28) 
	Characteristic 
	Characteristic 
	Characteristic 
	n 
	Percentage 

	Total Time of Trafficking Event 
	Total Time of Trafficking Event 

	Less than 1 month 
	Less than 1 month 
	8 
	29% 

	1-12 months 
	1-12 months 
	15 
	54% 

	More than 12 months 
	More than 12 months 
	4 
	14% 

	None listed 
	None listed 
	1 
	3% 

	Type of Trafficking 
	Type of Trafficking 

	Internal 
	Internal 
	13 
	46% 

	External a 
	External a 
	15 
	54% 

	Trafficking Acts 
	Trafficking Acts 

	Recruitment 
	Recruitment 
	27 
	96% 

	Transportation 
	Transportation 
	25 
	89% 

	Harboring 
	Harboring 
	15 
	54% 

	Transfer 
	Transfer 
	14 
	50% 

	Receipt of Persons 
	Receipt of Persons 
	2 
	7% 

	Trafficking Means 
	Trafficking Means 

	Deception 
	Deception 
	25 
	89% 

	Minor 
	Minor 
	24 
	86% 

	Abuse of Power 
	Abuse of Power 
	12 
	43% 

	Force 
	Force 
	4 
	14% 

	Threats 
	Threats 
	2 
	7% 

	Coercion 
	Coercion 
	2 
	7% 

	Fraud 
	Fraud 
	0 
	0% 

	Debt Bondage 
	Debt Bondage 
	0 
	0% 


	(Table 3 continues) 
	Table 3 (continued) 
	Characteristics of the Trafficking Clients in Residential Care Since October 2015 (n=28) 
	Characteristic n Percentage Trafficking Purpose 
	Forced Labor or Services 
	Forced Labor or Services 
	Forced Labor or Services 
	24 
	86% 

	Commercial Sexual Exploitation 
	Commercial Sexual Exploitation 
	3 
	11% 

	Sexual Servitude 
	Sexual Servitude 
	2 
	7% 

	Slavery-like Practices 
	Slavery-like Practices 
	2 
	7% 

	Removal of Body Parts 
	Removal of Body Parts 
	0 
	0% 


	Vulnerability Influences 
	Figure
	Education 
	Education 
	Education 
	21 
	75% 

	Family Pressure b 
	Family Pressure b 
	6 
	21% 

	Gender 
	Gender 
	4 
	14% 

	Job Opportunity 
	Job Opportunity 
	3 
	11% 

	Domestic Violence 
	Domestic Violence 
	1 
	4% 

	Civil Conflict 
	Civil Conflict 
	0 
	0% 

	Natural Pressure 
	Natural Pressure 
	0 
	0% 


	Other Traumas  Experienced During Trafficking Event 
	Figure
	Physical Abuse 
	Physical Abuse 
	Physical Abuse 
	7 
	25% 

	Rape/Sexual Abuse 
	Rape/Sexual Abuse 
	3 
	11% 

	Movement Restricted 
	Movement Restricted 
	3 
	11% 

	Verbal Abuse 
	Verbal Abuse 
	1 
	4% 

	Neglect 
	Neglect 
	1 
	4% 

	Re-trafficked 
	Re-trafficked 
	1 
	4% 

	Stigmatized as Demon Possessed 
	Stigmatized as Demon Possessed 
	1 
	4% 


	Note. The above table does not include cases admitted during the course of .the field research.. includes cross-border trafficking to Guinea and Lebanon, and cross-border .trafficking from Kenya and Liberia.. includes parental abandonment, neglect, unplanned pregnancy, etc.. 
	a 
	b 

	Table 4 
	Length of Residential Care Before Reintegration Based on Operational Time Periods 
	Operational Time Period 
	Operational Time Period 
	Operational Time Period 
	n 
	Days 
	Months 

	Pre-Ebola Period 
	Pre-Ebola Period 
	56 
	168 
	5.6 

	1st Year of Operation 
	1st Year of Operation 
	21 
	182 
	6.1 

	2nd Year of Operation 
	2nd Year of Operation 
	35 
	113 
	3.7 

	Ebola Period 
	Ebola Period 
	21 
	379 
	12.6 

	Post-Ebola Period 
	Post-Ebola Period 
	12 
	96 
	3.2 


	2.2.6 Intervention Methods 
	The intervention methods used in the TIP-RC program model include four broad categories: (a) referral services, (b) shelter services, (c) reintegration services, and (d) legal support. Referral services involve providing outreach trainings and advocacy on TIP issues to implementing partners in order to increase victim identification. The TIP-RC Social Workers also screen referrals, admit appropriate referrals for residential care, and provide case management services for non-residential cases. The referral 
	2.2.7 Implementation Issues 
	Key informants described three significant implementation issues that occurred during the course of the TIP-RC Project. Two of these implementation issues will be discussed in more detail in Section 3.1 of this report, but they involve problems when working with implementing partners and problems with obtaining justice for VoT. Being able to recruit and hire qualified staff 
	Key informants described three significant implementation issues that occurred during the course of the TIP-RC Project. Two of these implementation issues will be discussed in more detail in Section 3.1 of this report, but they involve problems when working with implementing partners and problems with obtaining justice for VoT. Being able to recruit and hire qualified staff 
	members for the TIP-RC Project is the third significant implementation issue identified by WHI staff members. 

	It is a priority for WHI that Sierra Leoneans are primarily responsible for the anti-trafficking efforts in Sierra Leone. However, as a low-resourced country with no graduate-level training in social work or counseling, as well as having exceeding low levels of educational attainment for females, WHI has struggled with recruiting qualified staff members for the TIP-RC Project (Barnett, 2013). Instead of trying to find staff members with the right degrees or credentials, they recruited staff members with the
	In addition to these implementation issues, the 2013 TIP-RC Evaluation (Barnett, 2013) offered recommendations to improve the quality of clinical care offered by the TIP-RC Project. WHI has made substantial progress on implementing several of the recommendations, including: (a) clarifying admission criteria; (b) employing an expatriate clinical supervisor to help build staff capacity; (c) implementing the CCAT and PRAT into clinical practice; (d) strengthening partnerships with medical care providers; (e) l
	In addition to these implementation issues, the 2013 TIP-RC Evaluation (Barnett, 2013) offered recommendations to improve the quality of clinical care offered by the TIP-RC Project. WHI has made substantial progress on implementing several of the recommendations, including: (a) clarifying admission criteria; (b) employing an expatriate clinical supervisor to help build staff capacity; (c) implementing the CCAT and PRAT into clinical practice; (d) strengthening partnerships with medical care providers; (e) l
	these recommendations were not fully addressed due to do challenges related to the Ebola epidemic, requiring WHI to prioritize issues that needed to be addressed. 

	2.2.8 Project Funding and Sustainability Issues 
	The start-up costs for the TIP-RC Project were covered by a 2-year grant from J/TIP for $500,000. The current on-going costs to run the program are approximately $380,000 per year. The majority of their operating budget comes from a 1-year cost extension grant from J/TIP for $300,000, while WHI supplements the budget with an additional $80,000 per year. As a result of recent high rates of inflation in Sierra Leone, the current budget is not adequate to meet all their expenses, but they try to find ways to c
	There are two major issues that negatively impact the sustainability of the TIP-RC Project: the high cost of providing quality comprehensive care and the lack of funding from the GOSL. Although providing comprehensive aftercare services is the gold standard in trafficking victim assistance programs (Macy & Johns, 2011; Muraya & Fry, 2016), it is much more expensive to provide comprehensive services, especially specialized residential care, than provide community-based services. Yet, there is some preliminar
	The other major issue affecting sustainability is the lack of commitment from the GOSL to provide funding to the TIP-RC Project. Key informants at both the MSWGCA and FSU reported that the GOSL highly values the services provided by the TIP-RC Project, and it would be extremely difficult for them to provide assistance and protection to VoT if the shelter closed. Yet, the MSWGCA respondent stated that the Ministry is unable to operate a shelter on its own due to its highly limited budget and low levels of st
	In 2015, the previous Minister of the MSWGCA stated that he was not opposed to funding the TIP-RC Project for its 3-month budget lapse in order to prevent the shelter from temporarily closing. Key informants at WHI stated that they submitted a budget and attempted to meet with the Permanent Secretary of the MSWGCA (who is in charge of logistics and budgeting), as they were directed. However, nothing came from these efforts, and the Permanent Secretary and the new Minister of the MSWGCA have yet to respond t
	In 2015, the previous Minister of the MSWGCA stated that he was not opposed to funding the TIP-RC Project for its 3-month budget lapse in order to prevent the shelter from temporarily closing. Key informants at WHI stated that they submitted a budget and attempted to meet with the Permanent Secretary of the MSWGCA (who is in charge of logistics and budgeting), as they were directed. However, nothing came from these efforts, and the Permanent Secretary and the new Minister of the MSWGCA have yet to respond t
	Ebola epidemic, the MSWGCA has historically been the lowest funded and most poorly resourced ministry in the GOSL. Despite this, some key informants stated that they believe that the GOSL could provide additional funding for the TIP-RC Project, but it is not currently a priority for them and there is not enough political will from the professional staff at the MSWGCA to advocate for the needs of vulnerable populations. Even though these funding issues are common place for trafficking victim assistance progr
	-


	One WHI respondent stated that if there is not sufficient funding to continue operating the TIPRC Project, WHI will most likely close the shelter, but continue to provide community-based case management services to VoT. This will be similar to the services that WHI offered during the Rapid Response Project, which they consider to be a “step backwards” and will be insufficient to fully meet the needs of identified victims. Still, key informants reported that the project results that are likely to continue af
	-

	3.0 FINDINGS. 
	3.1 COOPERATION WITH PARTNER ORGANIZATIONS 
	According to Rafferty (2013), one promising prevention strategy to reduce child trafficking involves developing interdisciplinary and collaborative partnerships with government agencies, law enforcement, human service providers, and community-based organizations (CBOs). Additionally, adequate victim identification and service provision require the development of these interdisciplinary and collaborative partnerships, especially since victim assistance programs often have limited resources (Gjermeni & Van Ho
	3.1.1 Implementing Partners 
	The inter-agency TIP National Task Force of Sierra Leone was stablished in 2005 as part of the Anti-Human Trafficking Act in order to coordinate the implementation of this legislation. This consulting body meets weekly and is co-chaired by the MSWGCA and the Ministry of Justice. It is composed of representative from 15 other government agencies, while WHI and other NGOs working on TIP issues in Sierra Leone are considered co-opted members. Sawadogo (2012) stated that West African governments often lack the 
	“one of the prodders.” 
	Key informants also reported that one of WHI’s strengths as an organization is relationship building with other organizations. Even before starting the TIP-RC Project, WHI regularly attended both the TIP National Task Force and the National Child Protection Committee meetings in order to network and build relationships with partner organizations to assist with their TIP Prevention Program. As a result, this made it easier for the TIP-RC to develop 
	Key informants also reported that one of WHI’s strengths as an organization is relationship building with other organizations. Even before starting the TIP-RC Project, WHI regularly attended both the TIP National Task Force and the National Child Protection Committee meetings in order to network and build relationships with partner organizations to assist with their TIP Prevention Program. As a result, this made it easier for the TIP-RC to develop 
	collaborative relationships with both government agencies and other organizations. Also, the TIP National Task Force and other implementing partners were supportive of the TIP-RC Project from the beginning because they trusted and respected WHI for their previous trafficking work in Sierra Leone. Thus, the TIP National Task Force has provided official recognition and support for the TIP-RC Project. 

	The TIP-RC’s program model is built on the premise that it is highly important to build and maintain collaborative partnerships at all levels of Sierra Leonean society because it decreases program costs while increasing the quality of care. Table 5 provides an overview of the TIPRC’s main implementing partners, along with the services provided by these organizations in their service delivery model. It also indicates if the TIP-RC has developed a memorandum of understanding (MOU) with these various partner o
	-
	-

	One of the implementation issues faced by the TIP-RC involves having to work with implementing partners who do not consistently follow the policies established by the TIP National Task Force. The most common problem is that some implementing partners are inconsistent in following the TIP national referral mechanism, which results in decisions not being made in the best interest of the victims. For example, according to law enforcement procedures in Sierra Leone, the FSU is responsible for investigating chil
	Key informants at the TIP-RC believe that these problems are due to numerous factors, including: (a) the lack of understanding about TIP and victim protection practices; (b) a low priority placed on protecting women and children; and (c) corruption. WHI has responded to these challenges by continually addressing these problems at the TIP National Task Force meetings, advocating for victim protection practices at all levels of the GOSL, and providing trainings on TIP-related issues with implementing partners
	Due to their focus on advocacy and relationship building, TIP-RC staff members believe they have developed good relationships with their implementing partners. Across the board, the key informants from partner organizations echoed this sentiment, stating they had a “strong relationship,” “very positive and close relationship,” and “most vibrant partnership.” Most organizations believed it was quite easy to work with WHI, stating that the TIP-RC staff members are very responsive, cordial, and helpful. One re
	Table 5 The Services Provided by Implementing Partners in the TIP-RC Service Delivery Model 
	Organization 
	Organization 
	Organization 
	MOU Developed 
	Services Provided to the TIP-RC 

	MSWGCA 
	MSWGCA 
	Referrals; approves all admissions; provides 

	TR
	guardianship for minors; assists with family 

	TR
	tracing, reintegration process, and follow-up 

	TR
	with reintegrated cases (if field workers are 

	TR
	available); registers TIP-RC to provide child 

	TR
	welfare services in SL 

	Office of National Security 
	Office of National Security 
	Consults on cross-border TIP cases 

	Sierra Leone Police 
	Sierra Leone Police 

	FSU 
	FSU 
	Referrals; police investigations of child TIP 

	TR
	cases; files charges against perpetrators 

	TOCU 
	TOCU 
	Referrals; police investigations of adult TIP 

	Medical Providers b 
	Medical Providers b 

	AWC 
	AWC 
	Yes 
	Referrals; free outpatient medical care, 

	TR
	prenatal care, and maternity services 

	Blue Shield Hospital 
	Blue Shield Hospital 
	Yes 
	Discounted inpatient and surgical medical 

	TR
	care 

	Rainbo Initiatives 
	Rainbo Initiatives 
	Yes 
	Referrals; free sexual health care and basic 

	TR
	counseling services for sexual exploitation 

	TR
	cases; provides forensic medical certification 

	Emergency Hospital 
	Emergency Hospital 
	Free surgical medical care for urgent cases 

	Mental Health Coalition 
	Mental Health Coalition 
	Provides psychiatric medication 

	Solthis 
	Solthis 
	Referrals; provides access to antiviral 

	TR
	medication for HIV+ cases 


	Government Agencies a 
	cases; files charges against perpetrators 
	(Table 5 continues) 
	Table 5 (continued). The Services Provided by Implementing Partners in the TIP-RC Service Delivery Model. 
	Alternative Care Providers 
	Figure
	Variety Cap Anamur 
	Variety Cap Anamur 
	Variety Cap Anamur 
	In Process 
	Referrals; all alternative care providers have selected beneficiaries, but will provide interim residential care for non-admitted referrals who 

	Child Rescue Center Don Bosco Jonathan Care Center 
	Child Rescue Center Don Bosco Jonathan Care Center 
	need residential care (boys over 10 and VoT when the shelter is full); some will provide long-term residential care for cases that cannot be reintegrated with family members 

	Rainy Season 
	Rainy Season 

	St. George’s Foundation 
	St. George’s Foundation 


	Other NGOs & CBOs 
	Figure
	Human Rights Organization. Referrals; advocates for legal cases 
	Save the Children. Referrals; assists with family tracing 
	WMF. Referrals; community sensitization on TIP, assists with the reintegration process and follow-up with reintegrated cases 
	VPGs. Referrals; community sensitization on TIP; advocates for legal cases, including police and court monitoring; assists with family tracing, the reintegration process, and follow-up with reintegrated cases 
	TIP-RC also has some interaction with the Ministry of Foreign Affairs, Ministry of Justice, .Ministry of Labor, and Immigration Department.. TIP-RC also uses GOSL hospitals for specialized care (e.g., optometry) not provided through .other medical providers.. 
	a 
	b 

	3.1.2 Legal Support 
	The TIP-RC Project has experienced numerous problems trying to obtain justice for VoT in Sierra Leone, which has been a significant implementation issue for this project. Nearly 2/3 of the TIP-RC respondents stated that the most challenging aspect of working with trafficking victims in Sierra Leone was dealing with the judicial system. Numerous challenges were identified that negatively impact human trafficking related prosecutions and convictions in Sierra Leone, including: (a) the limited understanding of
	The TIP-RC Project has experienced numerous problems trying to obtain justice for VoT in Sierra Leone, which has been a significant implementation issue for this project. Nearly 2/3 of the TIP-RC respondents stated that the most challenging aspect of working with trafficking victims in Sierra Leone was dealing with the judicial system. Numerous challenges were identified that negatively impact human trafficking related prosecutions and convictions in Sierra Leone, including: (a) the limited understanding of
	procedural inefficiencies and frequent court delays; (g) the lack of affordable transportation for victims to attend court proceedings; (h) victims not wanting to testify, especially when perpetrators are family members; and (i) corruption in the legal system. 

	UNICEF (2005) and Sawadogo (2012) have documented similar problems regarding law enforcement and judicial efforts to combat human trafficking in Africa. Further, the 2016 Trafficking in Person Report (U.S. Department of State, 2016) recommends that the GOSL, “in collaboration with civil society organizations, train police and prosecutors to identify, investigate, and prosecute trafficking cases; and take steps to address procedural delays in trafficking cases, which place undue burden on victims and often r
	There are several ways the TIP-RC offers legal support to VoT as an attempt to increase the victims’ access to the justice system and promote prosecutions of TIP perpetrators. First, the TIP-RC advocates for the police to conduct appropriate police investigations and then they work with them to facilitate this process. Although the FSU is responsible for protecting women and children in Sierra Leone, including investigating child trafficking cases, they only have three police vehicles for the entire country
	-

	Key informants indicated that the legal support provided by the TIP-RC Project helps improve victims’ access to the judicial system in several ways. First, the transportation provided for police investigations and court proceedings is important because, as one respondent stated, 
	“parents are not likely to take the victims to the police or court” due financial constraints and a 
	low view of the justice system. In fact, since the TIP-RC reopened in October 2015, all residential clients have made police reports or given police statements, and 22 clients currently 
	low view of the justice system. In fact, since the TIP-RC reopened in October 2015, all residential clients have made police reports or given police statements, and 22 clients currently 
	have cases being prosecuted. Second, the victims are more likely to testify in court because of the support provided by the TIP-RC via the pre-court counseling and the advocacy for victim protection practices during court hearings. Third, several respondents stated that cases are less likely to be compromised when victims are in the shelter until their cases are charged in court. For example, since most perpetrators live in the same community as their victims, residential care minimizes safety issues, witne

	However, the TIP-RC has not been able to develop a successful partnership with legal aid services, which causes them to rely on the state counsel to prosecute their clients’ legal cases. All respondents stated that this is very problematic due to the lack of professionalism (e.g., it is not uncommon for the state counsel not to show up to court proceedings), the lack of commitment to advocate for the victims, and their willingness to take bribes from perpetrators. There is a strong belief that having a lawy
	3.2 REFERRAL AND SCREENING PROCEDURES 
	Unidentified child trafficking victims are most likely to be identified by law enforcement officers, human service providers (e.g., medical providers, social workers, or teachers), or immigration officials (Bump & Duncan, 2003; Hodge, 2014). Often VoT are not identified because government officials and various human service providers lack knowledge about the causes and consequences of TIP, victim identification, and appropriate case management strategies (Bump & Duncan, 2003; Macy & Johns, 2011; Muraya & Fr
	Unidentified child trafficking victims are most likely to be identified by law enforcement officers, human service providers (e.g., medical providers, social workers, or teachers), or immigration officials (Bump & Duncan, 2003; Hodge, 2014). Often VoT are not identified because government officials and various human service providers lack knowledge about the causes and consequences of TIP, victim identification, and appropriate case management strategies (Bump & Duncan, 2003; Macy & Johns, 2011; Muraya & Fr
	trafficking issues and victim identification (Gozdziak, 2007; Rafferty, 2012; Macy & Johns, 2011; Surtees, 2013), currently there is no evidence that these trainings improve the identification of VoT. For example, an evaluation of an anti-trafficking program in Florida that trained more than 7,000 local law enforcement officers, social service providers, and medical personnel on TIP identification found no increase in TIP-related victim identification after providing these trainings (Potocky, 2011). 

	3.2.1 TIP-Related Trainings 
	Still, the 2016 Trafficking in Persons Report recommended that Sierra Leone train local law enforcement officers and government social workers on how to identify VoT in vulnerable populations and how to provide appropriate protective services (U.S. Department of State, 2016). These TIP-related trainings are probably even more essential because the most prominent form of child trafficking in Sierra Leone – forced labor in domestic servitude – can be one of the most difficult types of trafficking to identify 
	In addition, the TIP-RC has found that MSWGCA social workers often lack awareness about the legal definition of TIP and the need to provide case management services to VoT. Thus, WHI recently trained 42 MSWGCA social workers, including 3 social workers per district, on: (a) the legal definition of TIP and common issues related to TIP in Sierra Leone; (b) how to provide assistance and case management services to VoT; and (c) how to use the TIP Assessment Tool and the national referral mechanism. A review of 
	challenge to implementation.” 
	Moreover, since the TIP-RC reopened in October 2015, the TCPS has trained the social workers at the Sierra Leone Alliance (i.e., 5 organizations working with Ebola orphans) on TIP identification and appropriate case management strategies, including referral procedures for VoT. Other organizations that have been trained under previous TIP-RC grants or WHI’s TIP Prevention Program include: WMF (i.e., CBO working in Kroo Bay slum in Freetown), Solthis (i.e., NGO providing HIV treatment), Goal (i.e., NGO workin
	3.2.2 Referral Procedures 
	The end goal of these TIP-related trainings is to improve victim identification and appropriate referrals of VoT to victim assistance programs. In conjunction with the trainings provided by WHI, the TIP National Task Force has also instituted a national referral mechanism for VoT in order to improve the systematic identification and referral of trafficking victims in Sierra Leone. The TIP national referral mechanism follows the national referral protocol for GBV cases, which requires: (a) giving victims imm
	(c) the FSU then informs the MSWGCA; and (d) the MSWGCA is responsible for referrals for (or the direct provision of) psychosocial care. Because the MSWGCA is dependent on WHI for the provision of victim protection services for minors, and the TIP-RC is the only specialized trafficking aftercare program in Sierra Leone, all referrals for the psychosocial care for minors should be made to the TIP-RC. 
	According to 2013 TIP-RC Evaluation (Barnett, 2013), referral sources for the TIP-RC were widespread, yet these sources often struggled with identifying appropriate cases to refer. From 2012 until the shelter closed in July 2015, there were 17 different referral sources. The three largest referral sources during this time period were the SLP (29%), MSWGCA (23%), and WHI/VPG (11%). Table 6 lists the referral sources for all clients, including residential and nonresidential clients, since October 2015. The sh
	-

	Although there have been lapses in following the national referral mechanism, key informants at the TIP-RC believe that the referral sources have improved in their ability to accurately identify VoT and then refer them to the TIP-RC. They attribute this improvement to WHI’s TIP-related trainings and the on-going collaboration with partner organizations. As one respondent stated, “they think of WHI when they see trafficking.” All key informants at partner organizations clearly identified the appropriate refe
	Although there have been lapses in following the national referral mechanism, key informants at the TIP-RC believe that the referral sources have improved in their ability to accurately identify VoT and then refer them to the TIP-RC. They attribute this improvement to WHI’s TIP-related trainings and the on-going collaboration with partner organizations. As one respondent stated, “they think of WHI when they see trafficking.” All key informants at partner organizations clearly identified the appropriate refe
	easy it was to refer cases. However, not all of these key informants could accurately describe how they would identify a trafficking victim, although the organizations that have received TIP-related trainings from WHI were the most accurate. The TIP-RC Social Workers reported that referral sources, especially the police, still struggle with differentiating human trafficking from child labor, child abuse, or GBV. Furthermore, there was some confusion with key informants at partner organizations about whether

	All key informants at partner organizations clearly stated that there were no other reliable social services available in Sierra Leone to address the specialized needs of trafficking victims. Multiple respondents indicated that it would be very difficult for them if the TIP-RC closed. The MSWGCA key informant stated that they would be unable to fund or adequately staff a shelter for VoT in Sierra Leone, even though this Ministry is technically responsible for the provision of psychosocial care for identifie
	-

	Table 6 
	Referral Sources for TIP-RC Clients Since October 2015 
	Referral Sources 
	Referral Sources 
	Referral Sources 
	N 
	Percentage 

	MSWGCA 
	MSWGCA 
	28 
	71.8% 

	Sierra Leone Police a 
	Sierra Leone Police a 
	4 
	10.3% 

	WMF 
	WMF 
	4 
	10.3% 

	VPG 
	VPG 
	2 
	5.1% 

	AWC 
	AWC 
	1 
	2.6% 

	Cap Anamur 
	Cap Anamur 
	1 
	2.6% 

	Immigration Department 
	Immigration Department 
	1 
	2.6% 

	Private Person 
	Private Person 
	1 
	2.6% 


	Note. Total percentage is greater than 100% due to some. cases having more than one referral source.. includes Family Support Unit (FSU) and Transnational .Organized Crime Unit (TOCU). 
	a 

	3.2.3 Screening Procedures 
	After VoT are identified and referred to the TIP-RC, they need to be screened via an intake assessment in order to determine their appropriateness for admission to residential care and to determine their basic needs. Based on a review of the sex trafficking victim identification literature, it is recommended that screening questions be child-friendly and assess information about the victim’s safety, employment and/or education, living situation, and travel or immigration history (Macy & Graham, 2012). The f
	. . . (a) question a potential victim when he or she is alone; (b) use indirect rather than 
	direct questions, excluding words such as ‘‘coercion,’’ ‘‘force,’’ and ‘‘trafficking’’ (e.g., 
	I would be interested to hear . . . or Can you tell me . . . ); (c) clearly explain the service 
	provider role to potential victims; (d) clearly explain confidentiality policies and how the 
	information the victim provides will be used; (e) focus on the potential victim’s safety 
	and needs; and (f) conduct interviews and provide services with cultural and linguistic 
	competence. (Macy & Graham, 2012, p. 70) 
	The screening process utilized by the TIP-RC Project follows the above guidelines as well as the practices recommended by the International Organization for Migration (IOM) for the screening of VoT (IOM, 2007). The TIP-RC Social Workers are the point of first contact for referrals, and they obtain preliminary information from referral sources to determine the appropriateness of the cases before conducting an in-person assessment. Several of the key informants from referral sources stated that the TIP-RC Soc
	During the screening process, the TIP-RC Social Workers interview referred individuals privately, using the TIP Assessment Tool to determine if these individuals are human trafficking victims. The Social Workers also ask questions from the intake assessment to collect additional information about the referred cases, including information about their family, current living situation, educational history, and traumatic experiences. They will also ask questions to try to figure out why the victims were targete
	After completing the in-person assessment, the Social Workers will discuss the cases with the TCPS or the Shelter Manager before admitting any cases that meet the admission criteria for residential care. The MSWGCA is also contacted to get verbal approval for any admissions. The Social Workers will then transport the cases to the shelter, while the TIP-RC obtains legal guardianship of minors from the MSWGCA within 24 hours. If the shelter is currently full or if the referred cases do not meet residential ad
	After completing the in-person assessment, the Social Workers will discuss the cases with the TCPS or the Shelter Manager before admitting any cases that meet the admission criteria for residential care. The MSWGCA is also contacted to get verbal approval for any admissions. The Social Workers will then transport the cases to the shelter, while the TIP-RC obtains legal guardianship of minors from the MSWGCA within 24 hours. If the shelter is currently full or if the referred cases do not meet residential ad
	immediate case management assistance, such as arranging urgent medical care, referring the cases to another appropriate shelter, or mediating family conflicts to help stabilize the individual’s living situation. One of the biggest challenges encountered by the TIP-RC Social Workers when screening referrals involves identifying cases that do not fit the definition of TIP, but who are very vulnerable and need emergency housing. In these instances, they try to meet their most pressing needs through the provisi

	3.3 REINTEGRATION SUPPORT SERVICES 
	Reintegration is the process of re-entry into normal community life following a trafficking experience (Muco, 2013; Surtees, 2013). “It includes settlement in a safe and secure environment, access to a reasonable standard of living, and mental and physical well-being, opportunities for personal, social and economic development, as well as access to social and emotional support” (Surtees, 2013, p. 4). Reintegration support services can include a range of services, but they should focus on empowering VoT (Sur
	-

	3.3.1 Assessment and Preparation – Clients 
	Client assessments need to ascertain whether VoT have adequate life skills and confidence to function in normal community life (Muraya & Fry, 2016). Reintegration plans should also take into consideration clients’ preferences and concerns (Arensen, Bunn, & Knight, 2004; Surtees, 2013). In the TIP-RC service delivery model, clients are not formally assessed to determine if they are ready for reintegration. Instead, the Counselors determine if clients are ready for reintegration by: (a) clinically observing a
	(c) asking clients about their preferences, readiness, and concerns about reintegration. One Counselor reported that it is a good sign when clients state that they are ready to leave the shelter because most of them know that they will experience more challenging circumstances in normal community life in Sierra Leone than they do in the shelter (e.g., regular physical work in the village, not enough food, little time to play, less emotional support from caregivers, and possible exploitative situations). Som
	One recommendation regarding preparing children in residential care for reintegration involves facilitating adequate family bonding via family visits and communication before reintegration (Arensen et al., 2004; Reimer et al., 2007; Surtees, 2013). Immediately after clients are admitted to the TIP-RC, the Social Workers begin family tracing efforts nationwide to find relevant family members. This process frequently involves collaboration with other organizations (e.g., Save the Child, VPGs, and MSWGCA) that
	It is also recommended that residential clients need to be prepared for reintegration by discussing transition and termination issues in counseling once reintegration plans have been developed (Reimer et al., 2007). According to the TIP-RC Counselors, they inform residential clients at admission that the shelter is a temporary place to stay in order to recover. For at least 2-3 counseling sessions before reintegration, the Counselors try to prepare clients for reintegration (e.g., what to expect during the 
	Several respondents at the TIP-RC reported that the residential clients could be better prepared for reintegration if the shelter utilized more culturally appropriate disciplinary practices. 
	Although these staff members acknowledged the benefits of using the shelter’s relational 
	approach to handling externalizing problems in the clients (e.g., verbal or physical aggression), they believe the clients also need some natural consequences for their problem behaviors. One TIP-RC staff member stated, “When they are reintegrated, they have a hard time adjusting and being accepted in their communities if they are not used to consequences for poor behavior. They need to learn boundaries, otherwise they will be rejected. This will put them at risk to be re-trafficked.” Still, key informants 
	3.3.2 Assessment and Preparation – Families and Communities 
	Several authors have recommended that both families and communities need to be assessed for protective factors and risk factors (e.g., stigma and presences of perpetrators) before making reintegration plans (International Labor Organization, 2006; Reimer et al., 2007; Surtees, 2013). 
	In order to prevent future re-victimization of the reintegrated trafficking survivors, risk factors in the family and community need to be reduced. This could include using family mediation to reduce possible family problems that could interfere with reintegration, and/or providing economic assistance to reduce economic risk factors in the family (Surtees, 2013). When risk factors cannot be mitigated in the family-of-origin or community, alternative reintegration plans should be developed (Surtees, 2013). 
	Before reintegration plans are made, the TIP-RC Social Workers complete a thorough 
	assessment of the family and community. They spend several hours in the family’s home and 
	community, observing the environment and interviewing both family members and several community stakeholders (e.g., local chief, teachers, and any relevant community organizations). As part of this assessment, they will determine the protective factors and risk factors related to the family, including their adaptive functioning, relational functioning, parenting ability, and their beliefs about the client and the client’s exploitation. The Social Workers will also determine the protective factors and risk f
	“Are they aware of human trafficking? Is exploitation common in the community?”), the 
	availability of community resource, and the availability of supportive community members. 
	The case management team (i.e., Shelter Manager, TCPS, Social Workers, and Counselors) then discusses the family and community assessment data, as well as the client assessment data, to make reintegration plans that are in the best interest of the clients. However, sometimes the family-of-origin refuses guardianship of the client, or the client refuses to return to the family-oforigin, or the case management team determines the family is not an appropriate reintegration environment for the client. Then they
	-

	The TIP-RC Social Workers will then attempt to reduce risk factors in the reintegration environment. For example, they will try to mediate family conflicts (e.g., conflict between two wives in a polygamous family) that could hinder the success of the reintegration process. Also, they will help family members find new housing when the perpetrators live nearby or community stigma is present. Also, the Social Workers will attempt to identify people in the community that the parents trust and then recruit them 
	Also, the TIP-RC Social Workers provide reintegration support packages for the post-reintegration caregivers as a means to reduce economic risk factors in these families. The reintegration support packages include paying the reintegrated client’s initial school fees, providing sufficient clothing and school supplies for the reintegrated client, and providing an income generating project for the family based on the family’s recommendation (e.g., buying them items to sell via petty trading or giving them seed
	Family income generation does not appear making a significant impact in practice. 
	Families are not properly equipped to be successful with the material support from the 
	project. Additional support in business practices is required which is beyond the scope of 
	project staff. (Simcox & Marshall, 2011, p. 19) The findings from this evaluation concur with the above conclusions. Furthermore, studies have found that post-reintegration economic problems in families can potentially cause additional emotional and relational stress within these families, negatively affecting the reintegration process (Brunovski & Surtees, 2012; Surtees, 2013). Thus, the problems involving the TIP-RC’s reintegration support packages could possibly undermine the program goals. 
	When TIP-RC clients are reunified with their post-reintegration caregivers, the TIP-RC Social Workers and Counselors are present to support the clients as well as to prepare the family and community for reintegration. They also invite the local chief and other key community stakeholders (e.g., teachers or religious leaders) to be present as well as local MSWGCA field workers, VPG members, or WMF staff, if they are operating in the local community. During the reunification process, TIP-RC staff members provi
	3.3.3 Monitoring Practices 
	After reintegration, regular monitoring of reintegrated clients is necessary to ensure successful reintegration outcomes because additional support and interventions can be provided when problems are discovered (Arensen et al., 2004; Jayagupta, 2009; Surtees, 2013; Trees, Thahn, & Hung, 2012). The IOM (2007) recommends that reintegrated VoT should be monitored monthly for the first 3 months and then on a quarterly basis for no longer than 12 months due to the intrusive and stressful nature of these monitori
	At the beginning of the TIP-RC Project, the Counselors and Social Workers would conduct community-based follow-up visits with reintegrated clients on a quarterly basis for the first year after reintegration. However, the TIP-RC has not been able to continue the frequency of the community-based follow-up visits given that their current staffing levels have not kept up with their caseloads. Now they complete approximately 2 community-based follow-up visits during the first year after reintegration, while util
	To help supplement their monitoring practices, the TIP-RC Project uses implementing partners in the local reintegration community to assist with follow-up. WHI believes that this improves their reintegration outcomes. WMF and local VPGs have been particularly helpful in monitoring reintegrated survivors and calling the TIP-RC Social Workers when there are problems. WMF will also enroll reintegrated clients that live in the Kroo Bay slum into their mentoring program and encourage them to participate in weekl
	TIP-RC will generally provide reintegration support services for at least 12 months after reintegration, but decisions to close cases are based on assessment data from their monitoring practices. They will continue to monitor cases past 12 months if they are not stable and could benefit from additional support services. One key informant stated that it is very important that reintegrated cases are followed for at least one year because there are many Sierra Leonean cultural beliefs and practices that make i
	TIP-RC will generally provide reintegration support services for at least 12 months after reintegration, but decisions to close cases are based on assessment data from their monitoring practices. They will continue to monitor cases past 12 months if they are not stable and could benefit from additional support services. One key informant stated that it is very important that reintegrated cases are followed for at least one year because there are many Sierra Leonean cultural beliefs and practices that make i
	high rates of exploitation in normal community life and the low status of women and children in Sierra Leone society. The most common post-reintegration problems that have been identified from the TIP-RC’s monitoring practices include: (a) economic insecurity due to the limitations of the income generating projects; (b) food insecurity; (c) the inability to pay additional school fees; and (d) complaints about the reintegrated clients’ externalizing problems (i.e., hostility) or use of self-protection skills

	3.4 STAFF CAPACITY OUTCOMES 
	One of the key components of effective trafficking victim assistance programs is the professional capacity of the staff members. Comprehensive aftercare services are labor intensive, requiring “highly skilled, sensitive, ethical and committed professionals to work with trafficked persons over the long term” (Surtees, 2013, p. 24; also Johnson, 2012; Muraya & Fry, 2016). In addition, caregivers in residential care facilities for child trafficking victims need to be gender appropriate and child friendly (Mura
	As was discussed in Section 2.2.7, one of the most significant implementation issues faced during this project has been the inability of WHI to find qualified staff members in Sierra Leone. They have addressed this issue by continuously employing an expatriate staff member with clinical credentials to fill the TCPS position, which has allowed them to provide on-going trainings and clinical supervision to the TIP-RC staff members. To determine how effective the TIP-RC has been in building staff capacity, the
	As was discussed in Section 2.2.7, one of the most significant implementation issues faced during this project has been the inability of WHI to find qualified staff members in Sierra Leone. They have addressed this issue by continuously employing an expatriate staff member with clinical credentials to fill the TCPS position, which has allowed them to provide on-going trainings and clinical supervision to the TIP-RC staff members. To determine how effective the TIP-RC has been in building staff capacity, the
	implementation of both treatment plans and reintegration plans; (c) regular use of data-based decision making; and (d) regular use of self-care practices by staff members. These indicators will be discussed in greater detail below. 

	3.4.1 Trauma-Informed Care 
	Providing trauma-informed care is a strongly recommended service delivery practice for trafficking victim assistance programs (Clawson et al., 2008; Johnson, 2012; Macy & Johns, 2011; Muraya & Fry, 2016; Zimmerman & Borland, 2009). “This involves all caregivers in the system of care understanding the effects of trauma on individuals, while focusing on the empowerment and recovery of trauma survivors in a collaborative manner” (Barnett, 2013, p. 21). The following are key components of trauma-informed care: 
	Based on the semi-structured interviews with TIP-RC staff members and the direct observations (see Table 7 for a summary of the findings for the direct observations), there is substantial evidence that the staff members have generally developed a high level of trauma informed care. Overall, the staff members were able to identify the common effects of trauma and trauma-related coping strategies. All staff members showed a strong commitment to their clients’ recovery. Moreover, there was evidence that the st
	Multiple respondents stated that about 60% of the residential clients show symptoms of trauma, which they assess in every client at admission using the TIP Assessment Tool (i.e., to assess various forms of exploitation) and the CCAT (i.e., to assess trauma symptoms). In general, staff members stated that the most common emotional problems (i.e., anger and sadness) and 
	Multiple respondents stated that about 60% of the residential clients show symptoms of trauma, which they assess in every client at admission using the TIP Assessment Tool (i.e., to assess various forms of exploitation) and the CCAT (i.e., to assess trauma symptoms). In general, staff members stated that the most common emotional problems (i.e., anger and sadness) and 
	behavioral problems (i.e., aggression, abusive language, and social withdrawal) evidenced by the clientele were due to their past traumatic experiences. As a means to address these trauma-related emotional and behavioral problems, the trauma-informed care literature recommends that all clients have an individualized safety or crisis management plan, which should include identified triggers and preferred de-escalation strategies based on client feedback (Elliot et al., 2005). Yet, TIP-RC staff members only d

	Still, staff members are definitely counter-cultural in how they perceive and address client situations. For example, common Sierra Leonean child care practices generally involve disregarding children’s emotional needs, and it is generally acceptable to physically abuse children when they exhibit behavioral problems. Moreover, people with mental health problems, including posttraumatic stress disorder (PTSD), are commonly stigmatized as witches or demon possessed in Sierra Leone (Barnett, 2013). However, th
	Table 7 Summary of the Direct Observations Recording Sheet for the Observed Shelter Activities 
	Observed Characteristics M SD 
	1. Physical environment attuned to safety, calming, and de-escalation 
	4.5 0.5 
	2. Staff executed their roles and duties responsibly and professionally 
	4.8 0.4 
	3.
	3.
	3.
	 Staff used a strengths-based, positive approach in all their interactions 4.6 0.5 

	4.
	4.
	 Staff demonstrated empathy, respect, and unconditional positive regard 5.0 0.0 

	5.
	5.
	 Staff had a rapport or therapeutic relationship with participants 5.0 0.0 

	6.
	6.
	 Staff modeled healthy relationships 4.4 0.5 

	7.
	7.
	 Staff demonstrated effective behavioral management skills 4.6 0.9 

	8.
	8.
	 Staff demonstrated effective emotional management skills 4.7 0.6 

	9.
	9.
	 Participants willingly participated and engaged in the activities 5.0 0.0 

	10.
	10.
	 Staff functioned as a collaborative and supportive team 4.6 0.5 


	Note. Ratings are based on a Likert scale from 1 to 5, with 1 indicating “not at all” and 5 indicating “all the time.” The following observed shelter activities were rated: one meal, one life skills training session, one activity session, one vocational session, one educational session, and one first aid arts session. 
	3.4.2 Treatment Plans and Reintegration Plans 
	The aftercare service delivery literature recommends that all VoT receive a comprehensive needs assessment, including an assessment of physical health, mental health, and psychosocial needs, shortly after admission to victim assistance programs (Abas et al., 2013; Macy & Johns, 2011; Muraya & Fry, 2016; Reimer et al. 2007; Surtees, 2013). “It was advised that psychosocial care should begin as soon as possible after the needs assessment, following an individualized treatment plan that is formulated with the 
	The aftercare service delivery literature recommends that all VoT receive a comprehensive needs assessment, including an assessment of physical health, mental health, and psychosocial needs, shortly after admission to victim assistance programs (Abas et al., 2013; Macy & Johns, 2011; Muraya & Fry, 2016; Reimer et al. 2007; Surtees, 2013). “It was advised that psychosocial care should begin as soon as possible after the needs assessment, following an individualized treatment plan that is formulated with the 
	should attempt to mitigate the identified risk factors, while also providing ways to adjust the plans based on post-reintegration monitoring activities (IOM, 2007; Surtees, 2013). 

	The chart review of 8 randomly chosen case files (5 reintegrated clients and 3 residential clients) indicated significant problems regarding the TIP-RC’s record keeping practices. All reviewed case files were rated in the Needs Development category for documentation standards on the chart review rubric (see Annex 7 for a copy of the rubric). The reviewed case files contained between 23% and 77% of the required documentation as per WHI policy, indicating that the quality of the documentation had declined sin
	Due to the poor documentation, the ratings for the chart reviews were confounded by missing documentation, which prevented an accurate assessment of clinical skills when all 8 case files were included in the analysis. Therefore, only the case files that were generally in compliance with WHI policy (i.e., 2 reintegrated clients and 2 residential clients) were used to determine the capacity of the TIP-RC staff members in developing and implementing treatment plans and reintegration plans (see Table 8 and 9). 
	As indicated in Table 8, all treatment plan elements were evaluated at a competent level or higher in their implementation. The Counselors were particularly strong in their ability to: (a) use individualized skills-oriented interventions; (b) indicate the clients’ response to interventions; and (c) implement follow-up strategies with clients. The Counselors need to improve in their ability to write treatment goals in observable and measurable terms. Furthermore, their trauma-specific interventions were prim
	As indicated in Table 9, the majority of the reintegration plan elements (7 out of 10) were evaluated at a competent level or higher in their implementation. The Social Workers were particularly strong in their ability to: (a) assess and prepare both families and communities for reintegration; (b) clearly identify protective factors and risk factors for reintegration; and (c) develop reintegration plans that addressed these factors and were based on the best interest of the client. For the reintegration pla
	Table 8 
	Treatment Plan Development and Implementation Results from Chart Review (n=3) 
	Treatment Plan Elements M SD Classification Level 
	a 

	Strengths & challenges identified 2.7 0.6 Substantially Developed Treatment goals linked to strengths & challenges 2.0 0.0 Competent Interventions linked to treatment goals 2.3 0.6 Substantially Developed Interventions included trauma-specific practices 2.0 0.0 Competent Interventions included skill development strategies 3.0 0.0 Outstanding Interventions reflected individual differences 2.3 0.6 Substantially Developed Implementation of interventions documented 3.0 0.0 Outstanding Implementation of interven
	Note. The above table only includes case files from the chart review that were generally in .compliance with documentation policies. Ratings are based on the following chart review rating. scale: 1 = Needs Development, 2 = Competent, and 3 = Outstanding.. Classification level of clinical skills is based on the following: Needs Development (M = 1.0),. Threshold Development (M = 1.1-1.9), Competent (M = 2.0), Substantially Developed (M = 2.12.9), and Outstanding (M = 3.0).. 
	a 
	-

	Table 9. Reintegration Plan Development and Implementation Results from Chart Review (n=2). 
	Reintegration Plan Elements M SD Classification Level 
	a 

	Client assessment for reintegration readiness 1.0 0.0 Needs Development Family assessment for reintegration readiness 3.0 0.0 Outstanding Community assessment for reintegration readiness 3.0 0.0 Outstanding Protective & risk factors identified/mitigated 3.0 0.0 Outstanding Reintegration plan based on client’s best interest 3.0 0.0 Outstanding Family bonding occurred before reintegration 1.5 0.7 Threshold Development Client prepared for reintegration 2.0 1.4 Competent Family & community prepared for reintegr
	Note. The above table only includes case files from the chart review that were generally in .compliance with documentation policies. Ratings are based on the following chart review rating. scale: 1 = Needs Development, 2 = Competent, 3 = Outstanding.. Classification level of clinical skills is based on the following: Needs Development (M = 1.0),. Threshold Development (M = 1.1-1.9), Competent (M = 2.0), Substantially Developed (M = 2.12.9), and Outstanding (M = 3.0).. 
	a 
	-

	3.4.3 Data-Based Decision Making 
	Data-based decision making involves collecting and analyzing various forms of data to inform decision making about interventions and programs (Poynton & Carey, 2006). This data should be used to identify problems as well as to monitor intervention effectiveness at both an individual and programmatic level. In general, data-based decision making should involve: (a) identifying problems or areas in need of attention based on systematically collected data; (b) developing an intervention plan to address the ide
	The TIP-RC Project evidences some areas of data-based decision making, although they are not fully utilizing the data they collect to monitor and improve their interventions. In general, the TIP-RC shows real strength in its ability to assess client needs based on systematically collected 
	The TIP-RC Project evidences some areas of data-based decision making, although they are not fully utilizing the data they collect to monitor and improve their interventions. In general, the TIP-RC shows real strength in its ability to assess client needs based on systematically collected 
	data, and then develop intervention plans based on the identified needs. For example, the Counselors use data collected from the CCAT as well as their clinical observations to develop treatment plans. Both Counselors stated that the CCAT is particularly helpful in providing a comprehensive overview of their clients’ needs, including providing information that is unobtainable from clinical observations. The CCAT also helps them have a better sense of what areas to focus on during treatment. As a result of th

	However, when it comes to monitoring treatment progress, they rely almost solely on clinical observations in the residential milieu. Although the Counselors stated that they find it helpful to compare the baseline administration of the CCAT with the midpoint CCAT to obtain information about the effectiveness of their treatment interventions, they are not regularly administering the midpoint CCAT. Moreover, clinical decision making regarding client readiness for reintegration is currently based almost solely
	The clinical staff members also demonstrate a good ability to assess family and community needs based on systematically collected data, including individual interviews and direct observations that are part of the family and community assessments. They then develop reintegration plans based on the identified protective factors and risk factors from these client, family, and community assessments. The TIP-RC monitors the success of their reintegration plans during the community-based follow-up visits, using d
	-

	However, they do not address the PRAT findings in the case management team meetings, and discharge decisions for reintegrated clients (e.g., discontinuing monitoring activities) are based only on the interviews and clinical observations, not the PRAT. They have collected the PRAT data in order to assess reintegration outcomes of the TIP-RC Project, but they have not analyzed the results. Furthermore, they have not collected other forms of data to assess their reintegration outcomes, including the number of 
	However, they do not address the PRAT findings in the case management team meetings, and discharge decisions for reintegrated clients (e.g., discontinuing monitoring activities) are based only on the interviews and clinical observations, not the PRAT. They have collected the PRAT data in order to assess reintegration outcomes of the TIP-RC Project, but they have not analyzed the results. Furthermore, they have not collected other forms of data to assess their reintegration outcomes, including the number of 
	-

	caregivers. However, if they weighed clients before reintegration and at every community-based follow-up visit, this could be another quantifiable data source used for progress monitoring and assessing program effectiveness. Thus, these findings indicate that even though the TIP-RC uses various forms of data to identify problems and develop interventions, they are missing opportunities to monitor intervention effectiveness at both an individual and a programmatic level. 

	3.4.4 Staff Self-Care Practices 
	Several authors have noted that working with VoT in victim assistance programs is stressful work, which can negatively affect staff members’ physical and psychological well-being (IOM, 2007; Surtees, 2013; Zimmerman et al., 2003; Zimmerman & Borland, 2009). Therefore, these authors recommend that staff members regularly engage in self-care practices and receive support from management, which includes providing emotional support and clinical supervision, encouraging peer support, providing training on self-c
	Managers must be mindful that the stress confronting those providing care and services to 
	traumatized persons, such as trafficked victims, results in a variety of psychological 
	reactions that can cause secondary stress disorders and lead to secondary trauma. If 
	constant stress is allowed to build up over time ‘burnout’ can occur. (IOM, 2007, p. 141) 
	TIP-RC staff members stated that the most stressful parts of their job include: (a) dealing with the judicial system; (b) interacting with implementing partners in the GOSL; (c) managing externalizing problems (e.g., verbal and physical aggression) in residential clients; (d) coping with high caseloads; (e) meeting documentation requirements; and (f) having long commutes to work. All interviewed staff members indicated that they engage in self-care practices, such as praying, singing, listening to music, an
	Yet, generally staff members stated that their passion to help VoT as well as the support provided by WHI and their colleagues helped them cope with job-related stressors. Most felt adequately supported and trained by WHI to complete their job responsibilities, although many staff members indicated a strong desire to receive additional training “on any topic” to improve their caregiving skills. In particular, respondents found the clinical supervision and support provided at weekly staff meetings to be very
	All interviewed staff members stated that they have experienced some elements of vicarious traumatization, including physical symptoms (e.g., headaches), insomnia, loss of appetite, emotional reactions (i.e., anger and sadness), and fear about loved ones being traumatized. This 
	All interviewed staff members stated that they have experienced some elements of vicarious traumatization, including physical symptoms (e.g., headaches), insomnia, loss of appetite, emotional reactions (i.e., anger and sadness), and fear about loved ones being traumatized. This 
	is exacerbated by the fact that many respondents reported previous traumatic experiences in their own personal lives, such as war-related trauma, domestic violence, GBV, and human trafficking-related experiences. According to IOM (2007), 

	A support person’s personal history of abuse or discrimination can play a role in the way 
	s/he is affected by a trafficked person’s story, and may even impede their work. Where 
	appropriate, it can be helpful to identify ways of broaching the subject of past abuse with 
	support persons. For some individuals, discussing their personal experiences and gaining 
	the understanding and support of management or colleagues can be a source of comfort 
	and strength. (p. 247) WHI has provided opportunities for employees to process their past traumatic experiences, via the caregiver training and the self-care retreats, which respondents stated were very healing and they helped them develop empathy for their clientele. One key informant stated, “Sometimes trauma hardens people and sometimes it softens people. For the shelter’s staff, it has generally softened them.” Moreover, there was general agreement among respondents that neither job-related stressors, n
	3.5 STABILIZATION AND RECOVERY OUTCOMES 
	A systematic review of peer-reviewed studies on the health risks of VoT – which primarily focused on adult female sex trafficking victims – indicated that they experience a high prevalence of physical, sexual, and mental health problems (Oram, Stockl, Busza, Howard, & Zimmerman, 2012). The most commonly reported physical health problems are back pain, stomach pain, headache, and memory problems. Moreover, these health problems are sufficiently problematic to generally impair the overall functioning of femal
	Little is known about the physical or mental health outcomes for child trafficking victims because of the paucity of systematic empirical research on this topic (Oram et al., 2012; Rafferty, 2013). Qualitative research in the Greater Mekong sub-region in Asia found that child trafficking victims often experienced: (a) exploitation from a young age that negatively impacted their physical and psychological development; (b) trauma due to experiencing or witnessing physical, sexual, and psychological violence w
	As a result, child trafficking victims need specialized and developmentally appropriate aftercare services for successful recovery (Surtees, 2013). Based on a systematic review of the aftercare service delivery literature for child sex trafficking victims, Muraya and Fry (2016) state that the recovery phase, 
	. . . is characterized by intense person-centered service provision aimed at restoring the 
	physical and mental health of the child and building their resilience while his or her legal 
	status is determined. Key services provided in this phase are legal aid, medical care, 
	psychosocial care, and accommodation. (p. 212) There is consensus in the aftercare literature that these services should be comprehensive in nature, including residential care, physical health care, mental health care, chemical dependency treatment, education, vocational training, life skills education, and legal support (IOM, 2006; Macy & Johns, 2011; Muraya & Fry, 2016; Surtees, 2013; Zimmerman et al., 2006). Although there is agreement on the recommended aftercare services for the recovery of VoT, there 
	Also, there have been almost no published programs evaluations of trafficking victim assistance programs that provide information about outcomes, especially in regards to quantitative data on the impact of these programs on clients (Potocky, 2010). In one of the few program evaluations of a comprehensive case management program for VoT in Florida, Potocky found 42% of client goals were obtained, but there was documented improvement in only 36% of client outcomes (i.e., shelter & food, medical, psychosocial 
	According to the TIP-RC’s logic model (see Annex 12), stabilization and recovery of VoT is the intended outcome of the comprehensive aftercare services provided during residential care at the shelter. All TIP-RC respondents stated that stabilizing clients before reintegration was very important for reintegration to be successful. Otherwise, VoT are at a greater risk to be stigmatized for their mental health symptoms, less able to form healthy social supports, and less able to maintain adequate educational a
	Therefore, the following indicators were used to determine how effective the TIP-RC Project has been in stabilizing and recovering VoT during the course of residential care: (a) reduced physical health symptoms; (b) reduced mental health symptoms, including trauma-related symptoms, internalizing problems, and externalizing problems; (c) improved coping skills; (d) improved prosocial behaviors; (e) improved self-confidence; (e) improved self-protection skills; (f) improved academic and/or vocational function
	Although the TIP-RC began utilizing the CCAT in August 2014 during the Ebola lockdown of the shelter, data from the Ebola period was not utilized in the stabilization and recovery outcome analyses because WHI was unable to obtain baseline CCAT data on clients in the shelter. During the Ebola period, the mean length time between admission to the shelter and the first administration of the CCAT was 6.2 months. Moreover, a review of the CCAT data from this time period suggests several errors in administration,
	Therefore, only CCAT data collected after the TIP-RC reopened in October 2015 was used. A total of 30 residential clients were administered the baseline CCAT, although 2 clients were only administered the client version and 2 other clients were only administered the clinician version. The mean length time between residential admission and the administration of the baseline CCAT was 6.1 days (SD = 8.7 days). The sample consisted of all female clients with a mean age of 13.1 years (SD = 4.3 years), ranging fr
	Table 10 reports the descriptive statistics for the baseline administration of the CCAT. Due to the reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a higher frequency of symptoms or more serious problems. Although there was quite a bit of variability between clients in regards to their reported rates of mental health symptoms and psychosocial functioning when they entered residential care, the clients, on average, tended to have more problems with trauma-related
	Table 10 reports the descriptive statistics for the baseline administration of the CCAT. Due to the reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a higher frequency of symptoms or more serious problems. Although there was quite a bit of variability between clients in regards to their reported rates of mental health symptoms and psychosocial functioning when they entered residential care, the clients, on average, tended to have more problems with trauma-related
	-

	Skills (r = .46, p = .02). This indicates that longer periods of trafficking-related exploitation was associated with clients at admission having more externalizing problems, less prosocial behaviors, less self-confidence, and less coping skills to manage on-going psychosocial problems. 

	To explore comorbidities between outcomes at baseline, correlation coefficients were computed for baseline CCAT scales, which are presented in Table 11. First, clients who reported more trauma-related symptoms tended have more internalizing problems.  Second, clients who reported more hostility or externalizing problems at admission tended to have more internalizing problems, less prosocial behaviors, less self-confidence, fewer coping skills, yet greater self-protection skills. Lastly, clients who reported
	Of the initial sample of 30 clients, only 24 were administered the midpoint CCAT, at a mean length of 3.4 months (SD = 0.88 months) after being admitted to the TIP-RC. However, 4 of these clients were only administered the client version and 2 clients were only administered the clinician version. Of the 6 clients who were not administered the midpoint CCAT, 3 of them had not been in residential care long enough to reach the midpoint administration timeframe, whereas the remaining 3 clients were reintegrated
	Still, the mean length of time in residential care was significantly and positively correlated with age at admission (r = .65, p = .02) and the total time spent in trafficking (r = .61, p = .04), indicating that older clients and clients who experienced longer periods of trafficking-related exploitation tended to spend more time in residential care before reintegration. The mean length of time in residential care was also significantly and positively correlated with the following baseline CCAT scales: Traum
	Although it was initially planned to conduct a one-way repeated measures ANOVA to determine changes in the CCAT scores over the 3 administration periods, this statistical analysis could not be conducted because (a) a high percentage of the sample had not been in residential care long enough to reach the endpoint administration timeframe; and (b) there were many missing data points due to inconsistent administration of the CCAT. Instead, paired-samples t-tests were 
	Although it was initially planned to conduct a one-way repeated measures ANOVA to determine changes in the CCAT scores over the 3 administration periods, this statistical analysis could not be conducted because (a) a high percentage of the sample had not been in residential care long enough to reach the endpoint administration timeframe; and (b) there were many missing data points due to inconsistent administration of the CCAT. Instead, paired-samples t-tests were 
	conducted between baseline CCAT scales and midpoint CCAT scales to determine if there were any statistical changes between reported levels of symptoms during the course of residential care. Paired-samples t-tests were also conducted between baseline CCAT scales and endpoint CCAT scales to determine possible statistical changes from the beginning until the end of residential care, although these analyses should be considered exploratory due to the small sample size. In addition, Cohen’s d statistics were cal

	Table 12 presents the results from the analyses comparing baseline to midpoint scores on the CCAT. Overall, clients showed significant improvements, with mostly large effect sizes, on 7 of the 10 CCAT scales, after a mean length of 3.4 months in residential care at the TIP-RC. In particular, clients showed significant reductions in physical health problems, trauma-related symptoms, and internalizing problems, as well as significant improvements in self-confidence, educational and vocational functioning, cop
	Table 13 presents the results from the exploratory analyses comparing baseline to endpoint scores on the CCAT. Given the small sample size and the resulting low statistical power, it is noteworthy that clients showed significant improvements, with large effect sizes, on 4 of the 10 CCAT scales between admission and discharge from residential care at the TIP-RC. In particular, clients showed significant reductions in trauma-related symptoms and internalizing problems, as well as significant improvements in c
	Table 14 presents perception data from the TIP-RC clinical staff members about how beneficial they view the various TIP-RC services in contributing to the stabilization and recovery of clients while in residential care. As indicated in Table 14, clinical staff members believe that the majority of the shelter services, and some of the reintegration services, are either extremely beneficial or very beneficial in helping their clientele to stabilize and recovery. Moreover, several TIP-RC key informants stated 
	Table 10 Descriptive Statistics for the Baseline CCAT Scales 
	Table 10 Descriptive Statistics for the Baseline CCAT Scales 
	Table 10 Descriptive Statistics for the Baseline CCAT Scales 

	Scale 
	Scale 
	n 
	M 
	SD 
	Minimum 
	Maximum 
	Range 

	Trauma 
	Trauma 
	28 
	2.10 
	.66 
	1.00 
	3.63 
	2.63 

	Anxiety & Depression 
	Anxiety & Depression 
	28 
	1.83 
	.51 
	1.13 
	2.88 
	1.75 

	Hostility 
	Hostility 
	28 
	1.59 
	.65 
	1.00 
	3.50 
	2.50 

	Prosocial Behavior 
	Prosocial Behavior 
	28 
	1.62 
	.26 
	1.20 
	2.29 
	1.09 

	Confidence 
	Confidence 
	28 
	1.71 
	.38 
	1.00 
	2.60 
	1.60 

	Spirituality 
	Spirituality 
	25 
	1.32 
	.37 
	1.00 
	2.00 
	1.00 

	Physical Health (Item 1) 
	Physical Health (Item 1) 
	28 
	1.64 
	.83 
	1.00 
	4.00 
	3.00 

	Educational/Vocational 
	Educational/Vocational 
	28 
	1.56 
	.71 
	1.00 
	3.88 
	2.88 

	Coping Skills 
	Coping Skills 
	28 
	1.54 
	.41 
	1.00 
	2.86 
	1.86 

	Self-Protection Skills 
	Self-Protection Skills 
	28 
	2.04 
	.50 
	1.17 
	3.33 
	2.17 


	Note. CCAT scores are based on a Likert scale from 1 to 4, with 1 indicating “not at all” or “not at all a problem” and 4 indicating “always” or “serious problem.” 
	Table 11 Zero-Order Correlations Between Baseline CCAT Scales 
	Table 11 Zero-Order Correlations Between Baseline CCAT Scales 
	Table 11 Zero-Order Correlations Between Baseline CCAT Scales 

	Scale 
	Scale 
	1 
	2 
	3 
	4 
	5 
	6 
	7 
	8 
	9 
	10 

	1. Trauma 
	1. Trauma 
	1.00 

	2. Anxiety/Depression 
	2. Anxiety/Depression 
	.65*** 
	1.00 

	3. Hostility 
	3. Hostility 
	.32 
	.59** 
	1.00 

	4. Prosocial Behavior 
	4. Prosocial Behavior 
	-.12 
	.18 
	.42* 
	1.00 

	5. Confidence 
	5. Confidence 
	-.23 
	.02 
	.49** 
	.47* 
	1.00 

	6. Spirituality 
	6. Spirituality 
	-.29 
	.09 
	.20 
	-.20 
	.11 
	1.00 

	7. Physical Health 
	7. Physical Health 
	.24 
	-.17 
	-.08 
	-.01 
	-.08 
	-.25 
	1.00 

	8. Education/Vocation 
	8. Education/Vocation 
	-.03 
	-.06 
	.27 
	.14 
	.48* 
	.20 
	.12 
	1.00 

	9. Coping Skills 10. Self-Protection Skills * p < .05     ** p < .01    
	9. Coping Skills 10. Self-Protection Skills * p < .05     ** p < .01    
	.36 .21 -.02 .10 *** p < .001  
	.45* -.42* 
	-.10 .03 
	.17 -.17 
	.22 -.01 
	.36 -.15 
	.32 .00 
	1.00 -.17 
	1.00 


	Table 12 Paired-Samples T-Tests and Effect Sizes Between Baseline and Midpoint CCAT Scales 
	Table 12 Paired-Samples T-Tests and Effect Sizes Between Baseline and Midpoint CCAT Scales 
	Table 12 Paired-Samples T-Tests and Effect Sizes Between Baseline and Midpoint CCAT Scales 

	Baseline 
	Baseline 
	Midpoint 

	Scale 
	Scale 
	M 
	SD 
	M 
	SD 
	df 
	t 
	Cohen’s d 

	Trauma 
	Trauma 
	1.96 
	.55 
	1.45 
	.36 
	21 
	5.83*** 
	1.24 

	Anxiety & Depression 
	Anxiety & Depression 
	1.77 
	.45 
	1.41 
	.40 
	21 
	5.20*** 
	1.11 

	Hostility 
	Hostility 
	1.49 
	.63 
	1.40 
	.57 
	21 
	1.77 
	0.38 

	Prosocial Behavior 
	Prosocial Behavior 
	1.61 
	.24 
	1.51 
	.15 
	21 
	1.85 
	0.40 

	Confidence 
	Confidence 
	1.70 
	.40 
	1.38 
	.40 
	21 
	4.11** 
	0.88 

	Spirituality 
	Spirituality 
	1.37 
	.35 
	1.32 
	.70 
	18 
	0.29 
	0.06 

	Physical Health 
	Physical Health 
	1.47 
	.61 
	1.00 
	.00 
	18 
	3.38** 
	0.77 

	Educational/Vocational 
	Educational/Vocational 
	1.57 
	.80 
	1.26 
	.50 
	17 
	2.34* 
	0.55 

	Coping Skills 
	Coping Skills 
	1.55 
	.42 
	1.25 
	.25 
	18 
	4.44*** 
	1.02 

	Self-Protection Skills 
	Self-Protection Skills 
	2.15 
	.48 
	1.34 
	.37 
	198 
	7.00** 
	1.61 

	* p < .05  
	* p < .05  
	** p < .01    
	*** p < .001  


	Table 13 Paired-Samples T-Tests and Effect Sizes Between Baseline and Endpoint CCAT Scales 
	Table 13 Paired-Samples T-Tests and Effect Sizes Between Baseline and Endpoint CCAT Scales 
	Table 13 Paired-Samples T-Tests and Effect Sizes Between Baseline and Endpoint CCAT Scales 

	Baseline 
	Baseline 
	Endpoint 

	Scale 
	Scale 
	M 
	SD 
	M 
	SD 
	df 
	t 
	Cohen’s d 

	Trauma 
	Trauma 
	2.45 
	.81 
	1.52 
	.39 
	6 
	4.67** 
	1.76 

	Anxiety & Depression 
	Anxiety & Depression 
	1.77 
	.50 
	1.34 
	.26 
	6 
	3.98** 
	1.50 

	Hostility 
	Hostility 
	1.28 
	.33 
	1.23 
	.39 
	6 
	0.57 
	0.22 

	Prosocial Behavior 
	Prosocial Behavior 
	1.53 
	.29 
	1.49 
	.19 
	6 
	0.28 
	0.10 

	Confidence 
	Confidence 
	1.34 
	.25 
	1.17 
	.18 
	6 
	2.12 
	0.80 

	Spirituality 
	Spirituality 
	1.19 
	.26 
	1.14 
	.18 
	6 
	0.42 
	0.16 

	Physical Health 
	Physical Health 
	1.88 
	1.13 
	1.00 
	.00 
	7 
	2.20 
	0.78 

	Educational/Vocational 
	Educational/Vocational 
	1.23 
	.31 
	1.04 
	.08 
	7 
	1.67 
	0.59 

	Coping Skills 
	Coping Skills 
	1.58 
	.27 
	1.30 
	.25 
	7 
	3.51* 
	1.24 

	Self-Protection Skills 
	Self-Protection Skills 
	2.00 
	.71 
	1.23 
	.21 
	7 
	3.57** 
	1.26 

	* p < .05  
	* p < .05  
	** p < .01    
	*** p < .001  


	Table 14 
	Perception Data from Clinical Staff Members about the Contribution of TIP-RC Services Towards the Stabilization and Recovery of Residential Clients (n=5) 
	TIP-RC Services M SD 
	Residential care 3.6 0.5 Medical care 4.0 0.0 Health education 3.2 0.8 Individual counseling 3.8 0.4 Group counseling 3.3 0.6 Psychoeducation & life skills training 3.8 0.5 Educational services 2.6 0.5 Vocational training 2.6 0.5 Social and recreational activities 3.4 0.5 Family tracing 4.0 0.0 Family bonding visits 3.8 0.4 Client assessments 3.7 0.6 Family assessments 2.6 0.5 Community assessments 2.8 0.8 Family mediation 3.8 0.4 Family education on TIP & child protection issues 3.4 0.9 Community education
	Note. Ratings are based on a Likert scale from 1 to 4, with 1 indicating “not beneficial” and 4 indicating “extremely beneficial.” 
	3.6 REINTEGRATION OUTCOMES. 
	Successfully reintegrating VoT back into normal community life is the goal of most trafficking victim assistance programs. However, the human trafficking aftercare literature lacks an operational definition of successful reintegrations, which hinders the ability of organizations to measure reintegration outcomes (Muraya & Fry, 2016). Currently, there is no empirical research that measures rates of reintegration outcomes after the provision of victim assistance (Potocky, 2010). Essentially, there are no esta
	Crawford and Kaufman (2008) attempted to assess reintegration outcomes through a systematic analysis of case files at a NGO in Nepal, which provides aftercare services to female survivors of trafficking or GBV based on current best practices. Their findings were limited because reintegration outcomes were not scaled. Yet, Crawford and Kaufman concluded that three-quarters of the sample were reintegrated in their home villages and were accepted by their family members. In a program evaluation of the Cambodia
	Furthermore, there has been limited empirical research looking at the factors associated with positive or negative reintegration outcomes, with the majority of the studies being qualitative in nature and only two being peer-reviewed (Arensen et al., 2004; Brunovski & Surtees, 2012; Chenda, 2008; Crawford & Kaufman, 2008; Jobe, 2010; Reimer et al., 2007; Surtees, 2013). A review of this literature found preliminary evidence that the following community or family factors are associated with negative reintegra
	(c) limited family support or unresolved problems in the family-of-origin; and (d) the lack of sustainable income in the reintegration family. The following client factors seem to be associated with negative outcomes post-reintegration: (a) chronic physical health problems; (b) on-going mental health problems or psychosocial difficulties; (c) limited prosocial behaviors (e.g., social withdrawal, aggression, and overtly sexualized behaviors); and (d) limited educational or vocational skills. There is some pr
	To supplement the limited research available on factors associated with reintegration outcomes, the literature on reintegrated former child soldiers in Sierra Leone was reviewed (Betancourt, Agnew-Blais, Gilman, Williams, & Ellis, 2010; Betancourt, Borisova, et al., 2010; Betancourt, Brennan, et al., 2010; Betancourt, McBain, & Brennan, 2014; Betancourt, McBain, Newnham, & Brennan, 2013; Betancourt, Newnham, McBain, & Brennan, 2013; Betancourt et al., 2008; Borisova et al., 2013). 
	Although there are some distinct differences between VoT and former child soldiers, 
	there are several characteristics of this population that make them similar to the TIP-RC 
	clientele including: (a) they are Sierra Leonean children who generally experienced 
	involuntary separation from their families; (b) they were primarily used as domestic 
	slaves (e.g., cooking, laundering, and carrying heavily loads); and (c) a high frequency of 
	the females were raped or sexually abused during their war-time experiences. (Betancourt 
	et al., 2008 as cited in Barnett, 2013, p. 30) Longitudinal research on the reintegration of former child soldiers in Sierra Leone found that their long-term mental health after reintegration was affected by both war-related trauma exposure and post-conflict contextual factors. High trauma exposure during the war, especially surviving rape or perpetrating violence against others, was a risk factor for poor psychosocial adjustment after reintegration. In addition, the following post-conflict risk factors wer
	Based on the above research findings and qualitative data from the 2013 TIP-RC Evaluation (Barnett, 2013), the following indicators were used to determine how effective the TIP-RC Project has been in successfully reintegrating VoT in the Sierra Leonean community: (a) the percentage of reintegrated clients the TIP-RC maintained contact with until discharge from program; (b) low levels of exploitation risk factors in reintegrated clients; (c) high levels of psychosocial adjustment in reintegrated clients; (d)
	At the time of the 2013 TIP-RC Evaluation (Barnett, 2013), the TIP-RC recorded the date of last known contact with reintegrated clients, if they lost contact with them before they were fully discharged from the program (i.e., before reintegration support services were discontinued). However, the TIP-RC no longer tracks this information partially because they have lost contact with very few reintegrated clients during the course of the project. Key informants at the TIP-RC stated that out of the 89 reintegra
	At the time of the 2013 TIP-RC Evaluation (Barnett, 2013), the TIP-RC recorded the date of last known contact with reintegrated clients, if they lost contact with them before they were fully discharged from the program (i.e., before reintegration support services were discontinued). However, the TIP-RC no longer tracks this information partially because they have lost contact with very few reintegrated clients during the course of the project. Key informants at the TIP-RC stated that out of the 89 reintegra
	before fully discharging them from the program (3% of all reintegrated clients). This reported frequency and percentage should be used cautiously because its accuracy could not be verified by any TIP-RC documentation. 

	At the time of the field research, the TIP-RC had only been reopened for 8 months; therefore, there was not enough PRAT data collected on TIP-RC clients from this time period to complete the desired data analyses. Thus, the PRAT data from the post-Ebola period was combined with the PRAT data collected from the Ebola period to increase the sample size. This sample included a total of 18 reintegrated clients who were administered the PRAT, including 11 clients from the Ebola period (61%) and 7 clients since t
	The total sample consisted of all female clients with a mean age of 10.8 years (SD = 3.4 years), ranging from ages 6 to 17. Eight clients were labor trafficking victims (45%), 4 were sex trafficking victims (22%), and 6 were other victims (i.e., primarily rape victims) vulnerable to human trafficking (33%). There was incomplete data to calculate the mean time spent in trafficking for the trafficking victims in the sample. Of the total sample of 18 reintegrated clients, 5 of these clients were reintegrated i
	-

	Table 15 reports the descriptive statistics for the baseline administration of the PRAT. Due to the reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a 
	Table 15 reports the descriptive statistics for the baseline administration of the PRAT. Due to the reverse scoring procedures discussed in Section 1.3, higher scores on all the scales indicate a 
	higher frequency of symptoms or more serious problems. On average, the reintegrated clients tended to report more trauma-related symptoms and internalizing problems, whereas few problems were identified for physical health symptoms, coping skills, and community risk factors after a mean length of 8 months post-reintegration. Due to the sample not being fully representative of the TIP-RC clientele, correlation coefficients were not conducted between demographic variables and the PRAT scales. In order to dete
	= 1.00-2.49) and Poor Outcomes 


	Of the 18 reintegrated clients, only 9 of these clients were administered the endpoint CCAT before they were reintegrated. Although these analyses should be considered exploratory due to low statistical power related to the small sample size, paired-samples t-tests were conducted between these endpoint CCAT scales and the PRAT scales to determine possible statistical changes from the end of residential care until, on average, 8 months after reintegration. In addition, Cohen’s d statistics were calculated to
	Table 18 presents perception data from the TIP-RC clinical staff members about how beneficial they view the various TIP-RC services in contributing to positive reintegration outcomes in clients 12 months after reintegration. As indicated in Table 18, clinical staff members believe that the majority of the shelter services and the reintegration support services are either extremely beneficial or very beneficial in helping clients experience successful reintegration into Sierra Leone society. This indicates t
	Table 18 presents perception data from the TIP-RC clinical staff members about how beneficial they view the various TIP-RC services in contributing to positive reintegration outcomes in clients 12 months after reintegration. As indicated in Table 18, clinical staff members believe that the majority of the shelter services and the reintegration support services are either extremely beneficial or very beneficial in helping clients experience successful reintegration into Sierra Leone society. This indicates t
	reintegration outcomes. Conversely, clinical staff members generally thought that the other identified service areas need to be improved in order to facilitate better reintegration outcomes. 

	Table 15 Descriptive Statistics for the PRAT Scales 
	Table 15 Descriptive Statistics for the PRAT Scales 
	Table 15 Descriptive Statistics for the PRAT Scales 

	Scale 
	Scale 
	n 
	M 
	SD 
	Minimum 
	Maximum 
	Range 

	Trauma 
	Trauma 
	17 
	2.08 
	.57 
	1.00 
	3.25 
	2.25 

	Anxiety & Depression 
	Anxiety & Depression 
	17 
	2.18 
	.49 
	1.13 
	2.94 
	1.81 

	Hostility 
	Hostility 
	17 
	1.61 
	.56 
	1.00 
	2.67 
	1.67 

	Prosocial Behavior 
	Prosocial Behavior 
	17 
	1.66 
	.45 
	1.00 
	2.71 
	1.71 

	Confidence 
	Confidence 
	17 
	1.81 
	.42 
	1.20 
	3.00 
	1.80 

	Spirituality 
	Spirituality 
	17 
	1.61 
	.47 
	1.00 
	2.33 
	1.33 

	Physical Health (Item 1) 
	Physical Health (Item 1) 
	18 
	1.00 
	.00 
	1.00 
	1.00 
	0.00 

	Educational/Vocational 
	Educational/Vocational 
	18 
	1.93 
	1.18 
	1.00 
	4.00 
	3.00 

	Coping Skills 
	Coping Skills 
	18 
	1.19 
	.28 
	1.00 
	2.00 
	1.00 

	Self-Protection Skills 
	Self-Protection Skills 
	18 
	1.77 
	.83 
	1.00 
	3.50 
	2.50 

	Family Acceptance 
	Family Acceptance 
	17 
	1.87 
	.59 
	1.00 
	3.20 
	2.20 

	Community Acceptance 
	Community Acceptance 
	17 
	1.73 
	.50 
	1.00 
	2.60 
	1.60 

	Family Risk Factors 
	Family Risk Factors 
	16 
	1.89 
	.67 
	1.00 
	2.86 
	1.86 

	Community Risk Factors 
	Community Risk Factors 
	16 
	1.03 
	.10 
	1.00 
	1.40 
	0.40 


	Note. PRAT scores are based on a Likert scale from 1 to 4, with 1 indicating “not at all” or “not at all a problem” and 4 indicating “always” or “serious problem.” 
	Table 16 Categorization of Reintegration Outcomes Based on PRAT Scale Scores 
	Table 16 Categorization of Reintegration Outcomes Based on PRAT Scale Scores 
	Table 16 Categorization of Reintegration Outcomes Based on PRAT Scale Scores 

	Good 
	Good 
	Poor 

	Outcomes 
	Outcomes 
	Outcomes 

	Scale 
	Scale 
	n 
	% 
	n 
	% 

	Exploitation Risk Factors 
	Exploitation Risk Factors 

	Physical Health 
	Physical Health 
	18 
	100 
	0 
	0 

	Family Risk Factors 
	Family Risk Factors 
	12 
	75.0 
	4 
	25.0 

	Community Risk Factors 
	Community Risk Factors 
	16 
	100 
	0 
	0 

	Psychosocial Adjustment 
	Psychosocial Adjustment 

	Trauma 
	Trauma 
	13 
	76.5 
	4 
	23.5 

	Anxiety & Depression 
	Anxiety & Depression 
	11 
	64.7 
	6 
	35.3 

	Hostility 
	Hostility 
	15 
	88.2 
	2 
	11.8 

	Prosocial Behavior 
	Prosocial Behavior 
	16 
	94.1 
	1 
	5.9 

	Confidence 
	Confidence 
	16 
	94.1 
	1 
	5.9 

	Spirituality 
	Spirituality 
	17 
	100 
	0 
	0 

	Coping Skills 
	Coping Skills 
	18 
	100 
	0 
	0 

	Self-Protection Skills 
	Self-Protection Skills 
	13 
	72.2 
	5 
	27.8 

	Family Acceptance & Support 
	Family Acceptance & Support 
	15 
	88.2 
	2 
	11.8 

	Community Acceptance 
	Community Acceptance 
	16 
	94.1 
	1 
	5.9 

	Educational/Vocational Functioning 
	Educational/Vocational Functioning 
	11 
	61.1 
	7 
	38.9 


	Note. The table indicates the frequency and percentage of cases who obtained mean scores for each PRAT scale based on the following criteria: Good Outcomes (M (M = 2.5-4.0) 
	= 1.00-2.49) and Poor Outcomes 

	Table 17 Paired-Samples T-Tests and Effect Sizes Between Endpoint CCAT Scales and PRAT Scales 
	Table 17 Paired-Samples T-Tests and Effect Sizes Between Endpoint CCAT Scales and PRAT Scales 
	Table 17 Paired-Samples T-Tests and Effect Sizes Between Endpoint CCAT Scales and PRAT Scales 

	Endpoint CCAT 
	Endpoint CCAT 
	PRAT 

	Scale 
	Scale 
	M 
	SD 
	M 
	SD 
	df 
	t 
	Cohen’s d 

	Trauma 
	Trauma 
	1.31 
	.21 
	2.00 
	.58 
	8 
	-2.92* 
	-0.97 

	Anxiety & Depression 
	Anxiety & Depression 
	1.49 
	.26 
	2.22 
	.44 
	8 
	-4.25** 
	-1.42 

	Hostility 
	Hostility 
	1.23 
	.17 
	1.63 
	.59 
	8 
	-2.17 
	-0.72 

	Prosocial Behavior 
	Prosocial Behavior 
	1.51 
	.13 
	1.58 
	.30 
	8 
	-0.65 
	-0.22 

	Confidence 
	Confidence 
	1.37 
	.31 
	1.80 
	.26 
	8 
	-2.62* 
	-0.87 

	Spirituality 
	Spirituality 
	1.04 
	.11 
	1.63 
	.48 
	8 
	-3.83** 
	-1.27 

	Physical Health 
	Physical Health 
	1.11 
	.33 
	1.00 
	.00 
	8 
	1.00 
	0.33 

	Educational/Vocational 
	Educational/Vocational 
	1.04 
	.06 
	1.81 
	1.12 
	8 
	-2.10 
	-0.70 

	Coping Skills 
	Coping Skills 
	1.21 
	.20 
	1.25 
	.33 
	8 
	-0.29 
	-0.10 

	Self-Protection Skills 
	Self-Protection Skills 
	1.15 
	.15 
	2.01 
	.73 
	8 
	-3.68** 
	-1.23 

	* p < .05  
	* p < .05  
	** p < .01    
	*** p < .001  


	Table 18 
	Perception Data from Clinical Staff Members about the Contribution of TIP-RC Services Towards Positive Reintegration Outcomes (n=5) 
	TIP-RC Services M SD 
	Residential care 3.0 0.7 Medical care 3.8 0.4 Health education 3.4 0.5 Individual counseling 3.4 0.9 Group counseling 3.0 0.0 Psychoeducation & life skills training 3.3 0.5 Educational services 2.6 0.9 Vocational training 2.4 1.1 Social and recreational activities 2.8 0.8 Family tracing 4.0 0.0 Family bonding visits 4.0 0.0 Client assessments 3.7 0.6 Family assessments 3.4 0.9 Community assessments 3.4 0.5 Family mediation 3.8 0.4 Family education on TIP & child protection issues 3.8 0.4 Community education
	Note. Ratings are based on a Likert scale from 1 to 4, with 1 indicating “not beneficial” and 4 indicating “extremely beneficial.” 
	4.0 CONCLUSIONS 
	Based on the reviewed findings, it can be concluded that the TIP-RC Project has obtained successful results in a challenging environment. There is substantial evidence that the TIP-RC provides high quality, comprehensive aftercare services for primarily young female VoT in Sierra Leone. WHI has successfully adapted recommendations from the aftercare service delivery literature (see Grant & Hudlin, 2007; Macy & Johns, 2011; Muraya & Fry, 2016) to offer an effective program model that meets the holistic needs
	However, one of the major weaknesses of the TIP-RC Project is that it lacks a sustainability plan in regards to funding. This is partly due to the lack of funding from the GOSL. Yet, another reason involves the inherent problems of providing high quality comprehensive care; it is more expensive to provide these services than to offer either limited community-based services or a lower standard of care. Currently, offering comprehensive aftercare services is the gold standard for trafficking victim assistance
	4.1 COOPERATION WITH PARTNER ORGANIZATIONS 
	Adequate victim protection and assistance require the development of interdisciplinary and collaborative partnerships between government agencies, law enforcement, human service providers, and NGOs (Gjermeni & Van Hook, 2012; Macy & Johns, 2011; Okech, Morreau, & Benson, 2011; Reimer, Langeler, Sophea, & Montha, 2007; Surtees, 2013). Even in well-resourced countries, inter-agency collaboration between service providers is necessary to provide comprehensive aftercare services (Macy & Johns, 2011). In low res
	Adequate victim protection and assistance require the development of interdisciplinary and collaborative partnerships between government agencies, law enforcement, human service providers, and NGOs (Gjermeni & Van Hook, 2012; Macy & Johns, 2011; Okech, Morreau, & Benson, 2011; Reimer, Langeler, Sophea, & Montha, 2007; Surtees, 2013). Even in well-resourced countries, inter-agency collaboration between service providers is necessary to provide comprehensive aftercare services (Macy & Johns, 2011). In low res
	partnerships in order to provide a high quality of care while controlling, or even decreasing, program costs. Because WHI had a long track-record of engaging in reputable anti-trafficking work in Sierra Leone before establishing the TIP-RC Project, WHI had an easier time forming the partnerships needed to support and enhance this project. Overall, cooperation with partner organizations contributes to the TIP-RC program model in several ways, including: (a) receiving official recognition from the GOSL; (b) i

	However, the TIP-RC Project has faced significant problems in providing effective legal support to VoT in Sierra Leone. There are substantial systemic problems in both the SLP and the judiciary, which negatively impact human trafficking related prosecutions and convictions in Sierra Leone. Addressing the majority of these issues is beyond the scope of the TIP-RC Project. Yet, the TIP-RC program model has been effective in increasing trafficking victims’ access to the justice system, but this has not transla
	In fact, there is clear evidence that WHI has a strong ability to build collaborative relationships with partner organizations and then use these relationships to effectively address implementation issues. One of their biggest challenges has been addressing problems caused by implementing partners’ lack of consistency in following policies established by the TIP National Task Force. TIP-RC staff members have used their strong relationships with partner organizations to persistently address these problems, w
	4.2 REFERRAL AND SCREENING PROCEDURES 
	Both the referral and screening procedures at the TIP-RC are very strong and are in compliance with best practices from the victim identification literature (IOM, 2007; Macy & Graham, 2012). Yet, a unique feature of these processes is that they are built on the foundation developed from 
	Both the referral and screening procedures at the TIP-RC are very strong and are in compliance with best practices from the victim identification literature (IOM, 2007; Macy & Graham, 2012). Yet, a unique feature of these processes is that they are built on the foundation developed from 
	WHI’s TIP Prevention Program as well as their well-established collaborative relationships with partner organizations in Sierra Leone. WHI conducted TIP-related trainings in Sierra Leone for several years before the onset of the TIP-RC Project, and the shelter began as a natural consequence of the increased identification of VoT as a result of their TIP Prevention Program. The TIP-related trainings provided by the TIP-RC Project are based on the resources and connections developed from the earlier TIP Preve

	not have been accomplished without WHI’s persistence in advocating for VoT and their strong 
	focus on training and collaborating with partner organizations. Yet, this is still a work in progress, and WHI should continue advocating and training on TIP issues to further improve accurate victim identification and the consistent use of the TIP national referral mechanism. 
	4.3 REINTEGRATION SUPPORT SERVICES 
	Reintegration support services are necessary to help trafficking victims re-enter normal community life with independent and adaptive functioning (Arensen et al., 2004; Muco, 2013; Surtees, 2013), which is the end goal of most trafficking victim assistance programs. Overall, the reintegration support services provided by the TIP-RC Project generally comply with recommended practices in the aftercare service delivery literature (IOM, 2007; Muraya & Fry, 2016). These services generally strengthen the program 
	-

	Overall, the TIP-RC’s reintegration support services are comprehensive. They are not disregarding any essential practices that could help improve their clients’ functioning post-reintegration, but instead, the weaknesses in their current service delivery model generally 
	Overall, the TIP-RC’s reintegration support services are comprehensive. They are not disregarding any essential practices that could help improve their clients’ functioning post-reintegration, but instead, the weaknesses in their current service delivery model generally 
	involve not providing sufficient levels of some of these services, as recommended in the aftercare service delivery literature (IOM, 2007; Muraya & Fry, 2016). The main weaknesses in their reintegration support services include: (a) not providing enough family bonding visits; (b) not sufficiently resourcing or supporting families to make their income generating projects sustainable; and (c) conducting fewer community-based follow-up visits for reintegrated clients than recommended. Key informants at WHI ack

	4.4 STAFF CAPACITY OUTCOMES 
	One of the significant difficulties of operating victim assistance programs in low resourced countries is that there are few professionally trained and qualified service providers. Low resourced countries usually lack a well-develop social service system and generally have few, if any, graduate-level training programs in the human service fields. This was the problem that WHI faced in Sierra Leone. Because the provision of high quality aftercare services is a labor intensive process, requiring highly skille
	One of the greatest strengths of the TIP-RC staff is their ability to provide a high level of trauma-informed care, which is a strongly recommended service delivery practice for trafficking victim assistance programs (Clawson et al., 2008; Johnson, 2012; Macy & Johns, 2011; Muraya & Fry, 2016; Zimmerman & Borland, 2009). In general, staff members, especially the clinical staff members, understand the effects of trauma on clients and try to build healthy therapeutic relationships with the residential clients
	One of the greatest strengths of the TIP-RC staff is their ability to provide a high level of trauma-informed care, which is a strongly recommended service delivery practice for trafficking victim assistance programs (Clawson et al., 2008; Johnson, 2012; Macy & Johns, 2011; Muraya & Fry, 2016; Zimmerman & Borland, 2009). In general, staff members, especially the clinical staff members, understand the effects of trauma on clients and try to build healthy therapeutic relationships with the residential clients
	literature (Elliot et al., 2005), WHI should start to address this problem by requiring all clients to have an individualized safety or crisis management plan that includes identified triggers and preferred de-escalation strategies based on client feedback. Additionally, WHI should train staff members to develop and apply individualized behavior modification programs in the residential milieu with the most highly symptomatic clients, which could reduce some of their emotional and behavioral dysregulation wh

	Based on the evidence available, the chart reviews indicated that the TIP-RC clinical staff members are generally developing and implementing appropriate treatment plans and reintegration plans, which are in line with the recommendations in the aftercare service delivery literature (see Clawson et al., 2008; Macy & Johns, 2011; Muraya & Fry, 2016; Williamson et al., 2010). In comparison to the 2013 TIP-RC Evaluation (Barnett, 2013), the clinical staff members have grown significantly in their ability to ind
	Overall, WHI should be commended for its effectiveness in building competent levels of staff capacity during the course of the TIP-RC Project, regardless of the need for additional staff development. Moreover, WHI has adequately supported and retained staff members in a field typically associated with burn-out and high staff turnover. Because the provision of quality and effective care is linked to employing highly-skilled service providers, it is doubtful that the TIPRC Project would have obtained generall
	-

	4.5 STABILIZATION AND RECOVERY OUTCOMES 
	Based on the evidence available, the TIP-RC has generally been effective in stabilizing and recovering VoT over a broad range of comorbid problems during the course of residential care. The comprehensive aftercare services have had beneficial effects on significantly improving the following areas for the clientele: (a) physical health problems; (b) some mental health symptoms (i.e., trauma-related symptoms and internalizing problems); (c) coping skills; (d) self-confidence; 
	Based on the evidence available, the TIP-RC has generally been effective in stabilizing and recovering VoT over a broad range of comorbid problems during the course of residential care. The comprehensive aftercare services have had beneficial effects on significantly improving the following areas for the clientele: (a) physical health problems; (b) some mental health symptoms (i.e., trauma-related symptoms and internalizing problems); (c) coping skills; (d) self-confidence; 
	and (e) self-protection skills. Clients also showed significant improvements in their academic and/or vocational functioning while in the shelter, even though these improvements were not as substantial as the other domains. The two greatest reported problem areas for clients at admission (i.e., trauma-related symptoms and inadequate self-protection skills) showed the greatest improvements by the midpoint of residential care, indicating that the treatment provided at the TIP-RC is targeting and effectively a

	No improvements were identified in the clients’ ability to utilize spiritual resources as a means to 
	cope with stressors. However, this is not unexpected given that this seems to be an area of strength for the majority of the clients when they enter the shelter. Since WHI is a faith-based organization and spirituality is quite salient in the Sierra Leone context, TIP-RC staff members generally support clients’ engagement in spiritual practices during residential care, while respecting religious differences. In order to foster the development of this strength, the TIP-RC staff members should intentionally e
	The TIP-RC clients generally reported only small, yet non-significant improvements in mental health symptoms related to externalizing problems (i.e., hostility) and prosocial behaviors. These results are particularly troubling given that there is preliminary evidence from other studies (Brunovski & Surtees 2012; Reimer et al., 2007), as well as the qualitative data from this evaluation, that these problem areas are associated with negative reintegration outcomes. In addition, results regarding the lack of s
	the most stressful parts of their job involves managing residential clients’ verbal and physical aggression; (b) several staff members requesting the shelter utilize more culturally appropriate, yet non-punitive disciplinary practices, instead of the primarily relational approach currently utilized; and (c) staff members demonstrating insufficient expertise in utilizing intervention strategies for externalizing problems. Because there is substantial comorbidity between externalizing problems and prosocial b
	However, it is interesting to note that hostility in the clients is related to an increased ability to use self-protection skills. Thus, hostility and aggression seem to be adaptive behaviors and may be one of the few ways that child trafficking victims have learned to protect themselves from additional exploitation and abuse. VoT are not likely to show reductions in their externalizing behaviors until they feel safe and have explicitly learned more functional ways to protect themselves. It is also a possib
	However, it is interesting to note that hostility in the clients is related to an increased ability to use self-protection skills. Thus, hostility and aggression seem to be adaptive behaviors and may be one of the few ways that child trafficking victims have learned to protect themselves from additional exploitation and abuse. VoT are not likely to show reductions in their externalizing behaviors until they feel safe and have explicitly learned more functional ways to protect themselves. It is also a possib
	defensive behaviors in a society that generally shows impunity to their perpetrators. It would be interesting to see if the TIP-RC’s clients showed greater reductions in externalizing behaviors if the legal support provided by the TIP-RC was more effective in bringing TIP perpetrators to justice. 

	Another finding was that both older clients and clients with longer trafficking-related experiences tended to be more symptomatic and distressed when admitted to the shelter. They also tended to spend more time in residential care before reintegration, which is probably due to their higher rates of distress at admission. In fact, clients with more trauma-related symptoms, more internalizing problems, and poorer coping skills when they entered the TIP-RC also tended to spend more time in residential care. It
	developing reintegration plans. 
	4.6 REINTEGRATION OUTCOMES 
	Based on the evidence available, the TIP-RC Project has been somewhat effective in successfully reintegrating VoT in the Sierra Leone community, even though these results are mixed. However, it is impossible to make definitive statements about their reintegration outcomes because (a) the data analyses were exploratory due to the factors discussed in Section 3.6, and (b) there are no established norms regarding reintegration outcomes for trafficking victim assistance programs.  
	It has been suggested that losing contact with clients should be considered a primary outcome of program evaluations for child trafficking assistance programs (Gibbs et al., 2015). The TIP-RC reported only losing contact with 3% of their reintegrated clients (before discharge from the program) over the course of the entire project, which is significantly better than the 15%-51% rates reported in the Gibbs et al. program evaluation of three American community-based victim assistance programs. This is a notew
	The majority of the TIP-RC clients demonstrated good reintegration outcomes (i.e., low rates of mental symptoms and few problems related to psychosocial functioning) approximately 8 months after reintegration into normal Sierra Leone community life. In particular, a substantial percentage of reintegrated clients (88%-100%) showed: (a) low levels of exploitation risk factors related to physical health and community risk factors; (b) high levels of family acceptance and support; and (e) high levels of communi
	The majority of the TIP-RC clients demonstrated good reintegration outcomes (i.e., low rates of mental symptoms and few problems related to psychosocial functioning) approximately 8 months after reintegration into normal Sierra Leone community life. In particular, a substantial percentage of reintegrated clients (88%-100%) showed: (a) low levels of exploitation risk factors related to physical health and community risk factors; (b) high levels of family acceptance and support; and (e) high levels of communi
	adjustment following reintegration were quite variable. A substantial percentage of reintegrated clients (88%-100%) showed high levels of psychosocial adjustment in regards to externalizing symptoms, prosocial behaviors, self-confidence, spiritual resources, and coping skills. In fact, utilizing coping skills to manage on-going psychosocial problems seems to be the area where reintegrated clients showed very little decline in functioning after reintegration, indicating that the coping skills learned in the 

	These results are similar to findings from the Youth Readiness Intervention, which was an evidenced-based 10-week group intervention for distressed, war affected youth in Sierra Leone (Betancourt, McBain, Newnham, et al., 2014). They found that the intervention had significant improvements in emotion regulation, prosocial behavior, social support, and functional impairments immediately after completing the intervention, but it was not associated with significant reductions in psychological distress or PTSD 
	Also, these findings support the need for aftercare programs to offer comprehensive reintegration support services, especially in regards to regular monitoring practices. The reintegration process is difficult, especially in low resourced countries, and VoT need adequate support services after reintegration to successfully navigate the challenges related to obtaining independent and adaptive functioning in normal community life. Although the TIP-RC monitors reintegrated clients via phone calls and community
	Although the TIP-RC Project obtained relatively positive reintegration outcomes, improving their reintegration support packages is likely to have the biggest impact on further improving their reintegration outcomes. Based on research findings (Betancourt, McBain, Newnham, et al., 2014; Brunovski & Surtees, 2012; Surtees, 2013) and qualitative data from this evaluation, it is 
	Although the TIP-RC Project obtained relatively positive reintegration outcomes, improving their reintegration support packages is likely to have the biggest impact on further improving their reintegration outcomes. Based on research findings (Betancourt, McBain, Newnham, et al., 2014; Brunovski & Surtees, 2012; Surtees, 2013) and qualitative data from this evaluation, it is 
	likely that some of the poor reintegration outcomes for family risk factors, educational functioning (due to being unable to pay for school fees), and psychosocial adjustment could be related to the high rates of economic insecurity in the post-reintegration families. Due to the pervasiveness of poverty in Sierra Leone, there are significant limitations to WHI’s ability to improve the economic security of post-reintegration families. However, the reintegration support packages, especially the income generat

	The TIP-RC’s lower rates of positive reintegration outcomes for educational and vocational functioning could also be related to factors inherent in a low resourced country (e.g., the severe lack of viable employment and educational opportunities). Yet, WHI did not make sufficient progress in addressing the recommendations to improve the shelter’s vocational services from the 2013 TIP-RC Evaluation (Barnett, 2013), nor did they replace the Vocational Coordinator when the position opened up. Although the voca
	5.0 RECOMMENDATIONS. 
	In light of the information covered, this evaluation’s overarching recommendation is to continue the TIP-RC Project due to its successful results in a challenging environment. This section assumes that there is little feasibility in increasing program funding; therefore, the specific recommendations include only action items that are either feasible under the TIP-RC’s current funding level or necessary to obtain program goals. Thus, the following recommendations are offered to WHI to improve the model of se
	1.. 
	1.. 
	1.. 
	Develop a Sustainability Plan: It is recommended that WHI develop a plan to obtain sustainable funding for the TIP-RC Project. This plan should include specific ways to obtain funding from the GOSL and international donors. In addition, they need to develop ways to increase funding through WHI’s donor base. They are encouraged to utilize program outcomes from this evaluation and their future data-based decision making practices to substantiate their funding requests. 

	2.. 
	2.. 
	Improve Record Keeping: TIP-RC staff members need to improve their ability to document all clinical services in a timely fashion, as per WHI policy. It is recommended that the Shelter Manager and TCPS review, update, and streamline all documentation policies based on current acceptable practices at the TIP-RC. These policies should also include the expected timeframes for administering and documenting all client outcome data (e.g., CCAT and PRAT). It is also recommended that the TCPS: (a) streamline all TIP

	3.. 
	3.. 
	3.. 
	Strengthen Data-Based Decision Making Practices: TIP-RC’s operating procedures should be modified to improve their ability to use data to monitor the effectiveness of interventions at both an individual and a programmatic level. It is recommended that the Shelter Manager and TCPS: (a) have the CCAT and PRAT translated from English into Krio; 

	(b) 
	(b) 
	(b) 
	require clinical staff members to discuss findings from the CCAT and PRAT (in addition to the other forms of assessment data currently used) in case management team meetings before making clinical decisions about reintegration or discharge; (c) track new sources of client outcome data, including clients’ weight throughout the course of care (to measure physical health outcomes) and the percentage of reintegrated clients that they have lost contact with before discharge from the program (to measure client at

	(d) 
	(d) 
	utilize an electronic spreadsheet to track all client outcome data (and the information included on the WHI Data Sheet) in order to make data analyses easier. WHI should provide administrative support to help the TIP-RC staff members to assess the outcome data, modify program interventions based on these results, and then share these results with stakeholders. 



	4.. 
	4.. 
	4.. 
	Build Additional Staff Capacity: The TIP-RC staff members need to develop additional professional capacity to reduce externalizing problems in the clientele. The TCPS should train and supervise the appropriate TIP-RC staff members on how to: (a) develop and implement individualized safety or crisis management plans for all residential clients; (b) develop and implement individualized behavior modification programs in the residential 

	milieu for highly symptomatic clients; and (c) utilize evidence-based interventions for externalizing problems in individual counseling sessions. 

	5.. 
	5.. 
	Develop Additional Collaborative Partnerships: WHI needs to prioritize the development of collaborative partnerships with local organizations that provide the following services: (a) legal aid services; (b) vocational training; (c) community-based support services for children; and (d) micro-finance and business support for the income generating projects. 

	6.. 
	6.. 
	Improve Vocational Training: In addition to possible support that could be provided from partnerships with vocational training organizations, the Shelter Manager should ensure that at least one of the TIP-RC House Parents can also function as the Vocational Coordinator. The Vocational Coordinator must be able to teach a marketable vocational skill for the Sierra Leone context and provide training on general business skills as well as the “soft skills” related to employment. 

	7.. 
	7.. 
	Strengthen Reintegration Support Packages: In addition to possible support that could be provided from partnerships with micro-finance and business support organizations, WHI should increase the size of the income generating projects, for at least the most economically insecure families. This should be paired with providing additional training to the TIP-RC Social Workers on how to develop and support effective income generating projects for these families.   

	8.. 
	8.. 
	Continue Advocating and Training on TIP Issues: WHI should continue advocating and training on TIP-related issues to the GOSL and partner organizations to further improve accurate victim identification and the consistent use of the TIP national referral mechanism. These activities should also be used to continue to build the capacity of the GOSL and partner organizations in utilizing appropriate child protection and victim protection practices. 


	6.0 LESSONS LEARNED. 
	In light of the TIP-RC program evaluation, the following lessons learned and promising practices have been identified to inform J/TIP’s decisions regarding the future design, implementation, and funding of comprehensive aftercare services for child trafficking victims: 
	1.. 
	1.. 
	1.. 
	It is important that program designs include strong referral services to ensure that child trafficking victims are being systematically identified and protected. Accurate victim identification and appropriate referrals are more likely to occur when programs provide outreach trainings and advocacy for TIP-related issues with government officials, law enforcement officials, and human service providers. It is also recommended that these trainings should include information about appropriate child protection pr

	2.. 
	2.. 
	Due to the comorbidity of problems faced by child trafficking victims, it is more effective to provide comprehensive services, including residential care, physical health care, mental health care, chemical dependency treatment, education, vocational training, life skills education, and legal support. The delivery of these services should be individualized for each client based on: (a) a comprehensive client assessment at admission, and (b) regular progress monitoring during the course of care. The goal of t

	3.. 
	3.. 
	The reintegration process is often challenging and difficult, especially in low resourced countries. Therefore, it is recommended that clients be sufficiently stabilized and recovered before beginning the reintegration process. This should increase the likelihood that trafficking victims obtain independent and adaptive functioning in normal community life, while minimizing the risk of future exploitation. 

	4.. 
	4.. 
	4.. 
	Providing comprehensive reintegration support services are also essential for obtaining positive reintegration outcomes. Better outcomes are more likely to be obtained if these services include: 

	a.. 
	a.. 
	a.. 
	Thoroughly assessing clients, families, and communities for reintegration readiness using various sources of data; 

	b.. 
	b.. 
	Identifying reintegration protective factors and risk factors for clients, families, and communities; 

	c.. 
	c.. 
	Implementing intervention strategies to mitigate all identified risk factors before reintegration (e.g., mediating family conflicts, minimizing stigma, and providing economic assistance to post-reintegration caregivers); 

	d.. 
	d.. 
	Utilizing alternative care placements if risk factors cannot be sufficiently reduced; 

	e.. 
	e.. 
	Developing reintegration plans based on the best interest of the client; 

	f.. 
	f.. 
	Preparing clients, families, and key community stakeholders for reintegration (e.g., completing family/community visits; discussing transition planning with clients; providing psychoeducation on TIP-related issues and child protection practices to families); 

	g.. 
	g.. 
	Implementing regular monitoring practices (e.g., phone calls and community-based follow-up visits) and providing any necessary post-reintegration interventions for at least 12 months after reintegration. 



	5.. 
	5.. 
	The economic security of clients and their caregivers seems to play a key role in minimizing exploitation risk factors and facilitating psychosocial adjustment in clients post-reintegration, especially in low resourced countries. Thus, it is recommended that reintegration support services include adequate economic assistance strategies, especially strategies that are designed to help families obtain a sustainable income. 

	6.. 
	6.. 
	Multidisciplinary and collaborative partnerships are usually necessary to provide high quality comprehensive aftercare services while controlling for program costs. Yet, it usually takes time and strong relationship building skills to establish these partnerships. Therefore, priority should be given to fund organizations that are well networked in a region or can demonstrate a proven track-record in establishing collaborative partnerships. 

	7.. 
	7.. 
	Program designs need to include appropriate staffing levels using professionally qualified service providers in order to ensure a high standard of care and to better obtain program goals. When programs operate in low resourced countries without a well-developed social service field, it is essential that their program designs include systematic strategies to build staff capacity. The following strategies used by the TIP-RC Project have been effective and could be replicated in other programs: (a) hiring loca

	8.. 
	8.. 
	When programs operate in countries with limited affordable legal services, they will need additional funding to provide effective legal support for their clients in order to promote increased convictions of TIP perpetrators. This is even more important when programs operate in countries that have limited TIP-related prosecutions and convictions due to systemic problems in either the law enforcement sector or the judicial system. 

	9.. 
	9.. 
	9.. 
	Program designs should include effective monitoring and evaluation procedures. Moreover, it would be beneficial for program staff members to be trained and supervised on using databased decision making practices. This would allow program staff members to routinely collect and analyze various forms of data to identify problems, to inform decision making about interventions, and to monitor intervention effectiveness at both a client-level and a program-level. This routine data collection should minimally invo
	-


	It is important that culturally-valid measures are used; therefore, the same assessment tool cannot be used between different cultures and contexts. To measure stabilization and recovery outcomes, it is recommended that programs develop culturally relevant tools to measure the following constructs: (a) physical health symptoms; (b) mental health symptoms, including trauma-related symptoms, internalizing problems (i.e., anxiety and depression), and externalizing problems (i.e., hostility); (c) coping skills;

	10. 
	10. 
	Providing high quality comprehensive aftercare services to child trafficking victims is expensive. Until more research is conducted to determine what level of aftercare services are needed to obtain successful reintegration outcomes in this population, comprehensive services should be considered the gold standard. However, due to the high costs of running a comprehensive program, it is recommended that program designs include plans to obtain long-term sustainable program funding. 
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	ANNEX 1: STATEMENT OF WORK. 
	Statement of Work. For. Management Analyst. Washington, D.C.. (GS-15, Step 8 equivalent). 
	General Description 
	The Department of State’s Office to Monitor and Combat Trafficking in Persons (TIP Office) leads the United States’ global engagement on the fight against human trafficking, partnering 
	with foreign governments and civil society to develop and implement effective strategies for confronting modern slavery. The Office has responsibility for bilateral and multilateral diplomacy, targeted foreign assistance, and public engagement on trafficking in persons. 
	The TIP Office’s International Programs section funds international and nongovernmental organizations (NGO) that are strategically placed to fuel greater progress in foreign countries based on trends and needs outlined in the annual Trafficking in Persons Report (TIP Report). Project activities are generally aligned with the “3P” paradigm: protection and assistance to victims of human trafficking, prosecution of traffickers, and prevention.  The section’s program managers monitor funded projects and conduct
	The TIP Office supports a variety of activities for addressing human trafficking and is committed to an evaluation strategy that facilitates managing foreign assistance by results.  To identify the most effective models of intervention, the TIP Office has funded external on-site evaluation of selected projects to assess the soundness of the project design and program implementation, outcomes, and impact, as well as potential for scaling up or replication in other locations. 
	Period of Performance 
	An award for this evaluation is anticipated in September 2014 and the period of performance is expected to be one year because of the unprecedented outbreak of Ebola and guidance from the CDC urging all US residents to avoid nonessential travel to Sierra Leone. After the current travel warning is lifted, the successful contractor shall consult with the TIP Office regarding appropriate dates for the on-site assessment and development of the timeline for work deliverables. 
	Relationships 
	The Analyst receives direct government oversight and daily assignments from the J/TIP/RMP and J/TIP/PE evaluation specialists. 
	Duties/Responsibilities 
	Writing/Analysis 
	Writing/Analysis 

	 Conduct a desk audit of project records; study the TIP Report country narrative for Sierra Leone; and review recent media reports on TIP in Sierra Leone.  Consult with WHI regarding access to Recovery Center staff and activities, case records and data, and implementing partners.    Conduct an evaluation of the services provided at the Recovery Center utilizing a methodology consistent with the 2013 evaluation that covers the following: 
	o. The referral and screening procedures used to identify and admit beneficiaries of the Recovery Center; 
	o. The referral and screening procedures used to identify and admit beneficiaries of the Recovery Center; 
	o. The referral and screening procedures used to identify and admit beneficiaries of the Recovery Center; 

	o. The role of implementing partners in the provision of services to beneficiaries; and 
	o. The role of implementing partners in the provision of services to beneficiaries; and 

	o. Follow up with survivors who have been reintegrated in the community or alternative placements. 
	o. Follow up with survivors who have been reintegrated in the community or alternative placements. 


	The evaluation report should provide evidence-based findings that will inform the TIP Office’s decisions regarding the future design, implementation, and funding of programs to provide comprehensive services for young female survivors of human trafficking. 
	. The evaluation final report shall include the title, date submitted, an executive summary, introduction, background of the local context and the project being evaluated, the evaluation questions, the methodology, the limitations to the evaluation, findings, conclusions, recommendations, and lessons learned.  The annexes to the report shall include: all tools used in conducting the evaluation, such as questionnaires, checklists, 
	interview guides, human subjects’ protection protocol and informed consent forms; 
	disclosure of conflicts of interest forms for all evaluation team members; and confidentiality forms.  The Highlights of the Evaluation Report should include the title, date submitted, the evaluation questions, methodology used, key findings, and recommendations. 
	. Evaluation findings shall be presented as analyzed facts, evidence, and data and not be based on anecdotes, hearsay or the compilation of people’s opinions.  Findings should be specific, concise and supported by strong quantitative and/or qualitative evidence.  Recommendations shall be supported by a specific set of findings.  Recommendations should be action-oriented, practical and specific, with defined responsibility for the action. 
	 The contractor shall be expected to submit the evaluation design and work plan to the TIP Office for review and approval.  The evaluation design shall include a detailed evaluation design matrix showing key questions along with methods, data sources, and a data analysis plan for each question; draft interview guides and other data collection instruments; and known limitations to the evaluation design.   The work plan shall include the anticipated schedule for deliverables; a plan for conducting the site
	Evaluation Design and Work Plan 

	organizations, as well as observations at the Recovery Center; a brief review of contextual factors related to the trafficking situation and anti-trafficking resources in the target area; and an analysis of case outcomes based on case records. 
	. Evaluation questions shall be finalized in consultation with the TIP Office; however, questions such as the following are anticipated: 
	o. To what extent are the previous evaluation findings citing this program as a 
	potential “best practice” model for West Africa valid? 
	o. What are the key program elements that underpin this model of services? 
	o. What are the key program elements that underpin this model of services? 
	o. What are the key program elements that underpin this model of services? 

	o. How does cooperation with partner organizations contribute to this model of services for young female survivors of human trafficking? 
	o. How does cooperation with partner organizations contribute to this model of services for young female survivors of human trafficking? 

	o. How do the referral and screening procedures used to identify and admit beneficiaries of the Center contribute to or undermine implementation of this program model? 
	o. How do the referral and screening procedures used to identify and admit beneficiaries of the Center contribute to or undermine implementation of this program model? 

	o. Did the Center follow up with survivors who have been reintegrated in the community or alternative placements? If so, what are the findings? 
	o. Did the Center follow up with survivors who have been reintegrated in the community or alternative placements? If so, what are the findings? 


	Site Visit 
	Site Visit 

	. Conduct an on-site assessment of the WHI project in Freetown, Sierra Leone, that shall achieve the purposes outlined in the Purpose section of this RFTOP, while spending approximately 12 business days on site. 
	 The contractor should have at minimum a monthly briefing with the TIP Office reviewing progress and determining next steps.  An oral briefing is due following submission of the final report and the final highlights report that address comments from the TIP Office. 
	Oral Briefings 

	12-Month Deliverable Matrix 
	Month 
	Month 
	Month 
	Deliverable 
	Hours Expected 

	September 
	September 
	Kick-Off meeting 
	1 

	October 
	October 
	Project document review and monthly check-in meeting 
	19 

	November 
	November 
	Project document review and monthly check-in meeting 
	19 

	December 
	December 
	Development of on-site evaluation plan, monthly check-in meeting 
	26 

	January 
	January 
	Development of on-site evaluation plan, monthly check-in meeting 
	26 

	February 
	February 
	Preparation of Tools, monthly check-in meeting 
	26 

	March 
	March 
	Preparation of Tools, monthly check-in meeting 
	26 

	April 
	April 
	Planning on-site interviews,  monthly check-in meeting 
	26 

	May 
	May 
	Travel preparation and monthly check-in meetings 
	26 

	June 
	June 
	Travel to Sierra Leone for on-site visit1 and monthly meeting 
	145 

	July 
	July 
	Compilation and analysis of data, production of draft 
	146 

	TR
	report and highlights document and monthly meeting 

	August 
	August 
	Final report, final highlights document, and oral briefing to close out contract 
	120 

	Total 
	Total 
	606 


	May be adjusted based on travel guidance provided by the Department of State. 
	1 

	Minimum Qualifications 
	• 
	• 
	• 
	U.S. Citizenship 

	• 
	• 
	Minimum five years of experience at an equal level 

	• 
	• 
	Ability to communicate effectively orally and in writing 

	• 
	• 
	Ability to establish and maintain effective relationships 

	• 
	• 
	Familiarity with the topic of human trafficking 

	• 
	• 
	Experience working in field of psycho-social services 

	• 
	• 
	Experience with conducting program evaluation 


	Government Furnished Equipment 
	The Department of State will not provide any equipment for this project.  The TIP Office will coordinate all contacts with the U.S. Embassy in Freetown.  The U.S. Embassy is not expected to provide logistical support for this project. 
	Supplemental Hours 
	The TIP Office expects this position will require additional hours outside of the standard CONUS (or OCONUS hours, if any) as listed in the “Position Location and Hours” section of this Statement of Work . An additional 35 hours should be included initially in the task order proposal. 
	but only during travel

	Clearance Requirement 
	No security clearance is required for this position. 
	Position Location & Hours 
	The contractor’s work shall primarily take place at the contractor’s own facilities, except during meetings at the TIP Office in Washington, DC (either in person or via conference call), and during the on-site assessment in Freetown, Sierra Leone.  Hours may be determined by the contractor in consultation with the TIP office. 
	Travel 
	Travel is required for this position. J/TIP must approve all travel prior to the commencement thereof. 
	ANNEX 2: DISCLOSURE OF CONFLICT OF INTEREST. 
	Figure
	ANNEX 3: EVALUATION DESIGN MATRIX 
	Evaluation Name: Program Evaluation of World Hope International’s Trafficking in Persons -Recovery Centre in Sierra Leone 
	Evaluation Purpose: “To provide evidence-based findings that will inform the TIP Office’s decisions regarding the future design, implementation, and funding of programs to provide comprehensive services for young female survivors of human trafficking.” 
	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	Information related to introduction 
	Information related to introduction 
	a. WHI Organizational structure and history in Sierra Leone b. Goals and objectives c. Program logic d. Program setting e. Characteristics of staff f. Characteristics of clientele g. Types and frequency of program interventions h. Funding sources, start-up costs, and ongoing cost i. Implementation issues 
	-

	1. Document analysis 2. Semi-structured interviews 3. Direct observations 4. Case file analysis 
	1. Grant documents & progress reports; all TIP-RC policy, procedures, and forms; training materials & curriculum 2. WHI anti-trafficking technical advisor, shelter manager, trauma care & protection specialist (TCPS), 2 counselors, 2 social workers, nurse, teacher, 2 house parents 3. Shelter activities (meal, activity session, 
	Content analysis Descriptive statistics 


	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	TR
	j. Sustainability issues 
	vocational session, educational session, life skills session, first aid arts); staff meetings (management team meeting, case management team meeting, house parent meeting); social worker activities (follow-up training with police) 4. WHI Data Sheet; Case registrations forms in all case files since 10/15 

	1. How does cooperation with partner organizations contribute to this model of services? 
	1. How does cooperation with partner organizations contribute to this model of services? 
	a. # and types of partner organizations b. Services provided by partner organizations in delivery model c.  Types and quality of relationships developed d. # of TIP prosecutions, # of TIP convictions, # of clients making police reports, # of clients 
	1. Semi-structured interviews 2. Direct Observations 
	1. WHI anti-trafficking technical advisor, shelter manager, TCPS, 2 social workers, nurse, WHI TIP prevention director, key informants at AWC, Rainbo Initiatives, FSU, MSWGCA, WMF, and 2 VPGs 2. Social worker 
	Content analysis 


	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	TR
	with police investigations, # of clients with legal cases e. Types and appropriateness of legal assistance provided to clients 
	activities (follow-up training with police) 

	2. How do referral and 
	2. How do referral and 
	a. Adequate TIP 
	1. Document analysis 
	1. Grant documents & 
	Content analysis 

	screening procedures 
	screening procedures 
	Assessment Tool and 
	progress reports; all 

	used to identify and 
	used to identify and 
	training curriculum on 
	2. Semi-structured 
	TIP-RC policy, 
	Descriptive statistics 

	admit beneficiaries to 
	admit beneficiaries to 
	TIP identification 
	interviews 
	procedures, and forms; 

	the TIP-RC contribute 
	the TIP-RC contribute 
	b. # of trainings and 
	training materials & 

	to or undermine 
	to or undermine 
	agencies/people trained 
	3. Direct Observations 
	curriculum 

	implementation of this 
	implementation of this 
	in TIP identification, # 

	program model? 
	program model? 
	of follow-up visits c. # of referrals, referrals sources, # of referrals admitted to TIP-RC d. Adequate understanding of TIP identification and referral procedures by partner organizations e. Screening procedures adequately assesses survivor’s needs and TIP status 
	4. Case file analysis 
	2. WHI anti-trafficking technical advisor, shelter manager, TCPS, 2 social workers, WHI TIP prevention director, key informants at AWC, Rainbo Initiatives, FSU, MSWGCA, WMF, and 2 VPGs 3. Social worker activities (follow-up training with police) 


	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	TR
	4. Case registration forms since 10/15 

	3. How do reintegration services contribute to or undermine implementation of this program model? 
	3. How do reintegration services contribute to or undermine implementation of this program model? 
	a. Types and appropriateness of  data used to determine reintegration readiness b. Types and appropriateness of interventions used to prepare families and communities for reintegration c. Types and frequency of follow-up visits 
	1. Document analysis 2. Semi-structured interviews 3. Direct observations 4. Case file analysis 
	1. TIP-RC policy, procedures, and forms 2. TCPS, 2 counselors, 2 social workers 3. Case management team meeting 4. WHI Data Sheet 
	Content analysis Descriptive statistics 

	4. How effective has WHI been in building staff capacity at the TIP-RC? 
	4. How effective has WHI been in building staff capacity at the TIP-RC? 
	a. High level of trauma-informed care b. Effective development and implementation of treatment plans c. Effective development and implementation of reintegration plans d. Regular use of databased decision making 
	-

	1. Semi-structured interviews 2. Direct observations 3. Case file analysis 
	1. Shelter manager, TCPS, 2 counselors, 2 social workers, nurse, teacher, 2 house parents 2. Shelter activities (meal, activity session, vocational session, educational session, life skills session, first aid arts); staff meetings (management team 
	Content analysis Descriptive statistics 


	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	TR
	e. Regular use of staff 
	meeting, case 

	TR
	self-care practices 
	management team meeting, house parent meeting); social worker activities (follow-up training with police) 3. Chart review of 8 random case files since 10/15 (5 reintegrated clients and 3 clients currently in residential care) 

	5. How effective has the TIP-RC been in achieving stabilization and recovery of survivors? 
	5. How effective has the TIP-RC been in achieving stabilization and recovery of survivors? 
	a. Reduced physical health symptoms b. Reduced mental health symptoms c. Improved coping skills d. Improved prosocial behaviors e. Improved self-confidence f. Improved self-protection skills g. Improved academic/vocational functioning 
	Case file analysis 
	CCAT (baseline, midpoint, endpoint administrations): a. Physical health scale b. Trauma scale; anxiety & depression scale; hostility scale c. Coping skills scale; d. Prosocial behaviors scale; e. Confidence scale; f. Self-protection skills scale; g. Educational/ vocational functioning 
	Descriptive statistics; inter-item reliability; correlations; paired-samples t-tests; effect sizes 


	1. Research Question 
	1. Research Question 
	1. Research Question 
	2. Evidence or Indicators 
	3. Data Collection Methods 
	4. Data Sources 
	5. Data Analysis 

	TR
	h. Improved spiritual resources 
	scale; h. Spirituality scale 

	6. How effective has 
	6. How effective has 
	a. # of reintegrated 
	Case file analysis 
	a. WHI Data Sheet 
	Descriptive statistics; 

	the TIP-RC been in 
	the TIP-RC been in 
	survivors TIP-RC lost 
	b. Case file analysis 
	inter-item reliability; 

	achieving successful 
	achieving successful 
	contact with before 
	correlations; paired-

	reintegration of 
	reintegration of 
	discharge from 
	PRAT: 
	samples t-test (for 

	survivors in the Sierra 
	survivors in the Sierra 
	program 
	c. Physical health scale; 
	scales that overlap 

	Leone community? 
	Leone community? 
	b. # of reintegrated survivors in communities with VPGs or Word Made Flesh c. Low level of exploitation risk factors d. Positive psychosocial adjustment e. High level of family acceptance and support f. High level of community acceptance g. High level of academic or vocational functioning 
	family risk factors scale; community risk factors scale; d. Trauma scale; anxiety & depression scale; hostility scale; coping skills scale; self-protection scale; prosocial behavior scale; confidence scale; spirituality scale; e. Family acceptance & support scale; f. Community acceptance scale g. Education/vocational functioning scale 
	between CCAT endpoint administration and PRAT); effect sizes; cross-tabulations (categorization based on pre-determined criteria) 


	ANNEX 4: INTERVIEW GUIDE. 
	Characteristics of the Program: 
	1.. 
	1.. 
	1.. 
	Briefly describe the goals of the TIP-RC. 

	2.. 
	2.. 
	Briefly describe the major program interventions or activities. How are these related to the program goals? 

	3.. 
	3.. 
	Describe WHI’s Victims Assistance Model. How does it relate to the program goals and interventions? Are there any other models or theories that have been used in the program design? 

	4.. 
	4.. 
	Review the logic model. What feedback do you have about the logic model? Would you recommend any changes? 

	5.. 
	5.. 
	In what ways does the TIP-RC complement or fit in with the Sierra Leone culture and value system? Does it challenge common Sierra Leone cultural practices? If so, how? 

	6.. 
	6.. 
	Describe the current composition of the TIP-RC staff. What are the average caseloads of the staff members? 

	7.. 
	7.. 
	Describe the challenges of recruiting, training, and retaining quality staff members. 

	8.. 
	8.. 
	What training or supervision is offered to staff members? 

	9.. 
	9.. 
	In your opinion, what is the current level of staff capacity to accomplish program goals? 

	10. 
	10. 
	In what ways does the TIP-RC utilize a team approach? How does this benefit the quality of the services? 

	11. 
	11. 
	What are the intake criteria for the TIP-RC? What must be present for a person to be admitted to the RC? 

	12. 
	12. 
	Describe common presenting issues of the clients. 


	Implementation Issues 
	1.. 
	1.. 
	1.. 
	Briefly describe the history of WHI’s work in Sierra Leone, especially in regards to anti-trafficking work. What role did this play in establishing the TIP-RC? What role does it play in the TIP-RC’s on-going operations? 

	2.. 
	2.. 
	Describe the organizational structure of WHI and how it relates to the operation of the RC. 

	3.. 
	3.. 
	What implementation issues were faced during the course of the project? 

	4.. 
	4.. 
	How were these implementations issues addressed? What still needs to be addressed? 

	5.. 
	5.. 
	What progress has been made towards addressing the recommendations from the 2013 evaluation? 


	Sustainability 
	1.. 
	1.. 
	1.. 
	How much were the start-up costs for the RC? What are the on-going costs to run the program? How is the program currently being funded? 

	2.. 
	2.. 
	To what extent are the RC project results (impact and outcomes) likely to continue after the project ends? 

	3.. 
	3.. 
	Is there a commitment from the government of Sierra Leone, donors, or other funding sources to help sustain the project beyond Sept. 30, 2016? 

	4.. 
	4.. 
	What have been the major factors in contributing (or not contributing) to the TIP-RC’s sustainability beyond the life of the J/TIP grant? 


	Partnerships & Referrals (WHI): 
	1.. 
	1.. 
	1.. 
	Describe what partnerships or relationships have been developed with implementing partners. What role do these organizations play in the TIP-RC’s delivery service model? 

	2.. 
	2.. 
	What other partnership would you like to develop? 

	3.. 
	3.. 
	What are some of the challenges of working with other organizations? How have you coped with these challenges? 

	4.. 
	4.. 
	What role does WHI play on the TIP National Task Force? Has your role on this task force helped you accomplish the goals of the TIP-RC? If so, how? 

	5.. 
	5.. 
	Describe the training you provide to other organization on TIP identification. What other outreach or training do you provide on human trafficking to other organizations? 

	6.. 
	6.. 
	How has this improved the referral mechanisms in Sierra Leone? What additional training or outreach is needed? 

	7.. 
	7.. 
	Describe what challenges you see in your major referral sources ability to identify victims of human trafficking. 

	8.. 
	8.. 
	Describe the procedures other organizations should follow when they refer a case to the TIPRC. What problems are you encountering in their ability to follow these procedures? 
	-


	9.. 
	9.. 
	Describe how you respond to these referrals. 

	10. 
	10. 
	How do you screen potential clients to determine if they meet the admission criteria for the TIP-RC? What would you need to see or assess before admitting a potential client to the TIPRC? 
	-


	11. 
	11. 
	What challenges have you encountered when screening referred cases?.   How do you cope with these challenges? 


	Partnerships & Referrals (Implementing Partners): 
	1.. 
	1.. 
	1.. 
	Describe the type of work your organization provides. What services does your organization provide to the TIP-RC? 

	2.. 
	2.. 
	Describe the partnership or relationship you have developed with the TIP-RC. What changes, if any, would you make to this partnership? 

	3.. 
	3.. 
	How does your organization view WHI and the TIP-RC? 

	4.. 
	4.. 
	What role does the TIP-RC play in fulfilling the mission and vision of your organization? 

	5.. 
	5.. 
	What are the benefits of working with the TIP-RC? 

	6.. 
	6.. 
	What are some of the challenges of working with the TIP-RC? How have you coped with these challenges? 

	7.. 
	7.. 
	What role does WHI play on the TIP National Task Force? Has this impacted the prevention, protection, and prosecution of trafficking issues in Sierra Leone? If so, how? 

	8.. 
	8.. 
	How many potential victims of trafficking did your organization refer to the TIP-RC since October 1? 

	9.. 
	9.. 
	Describe how you would identify a victim of human trafficking. What would you need to see or assess before considering referring them to the TIP-RC? 

	10. 
	10. 
	Describe the procedures you would follow when you refer a case to the TIP-RC. 

	11. 
	11. 
	Describe what type of follow-up work your organization would do after referring a case to the TIP-RC. 

	12. 
	12. 
	What other health and human services are available in Sierra Leone to address the needs of trafficking survivors? Do you refer identified victims of trafficking to these other organizations? 


	Village Parent Group: 
	1.. 
	1.. 
	1.. 
	In what ways is human trafficking a problem in your community? 

	2.. 
	2.. 
	What are community attitudes towards human trafficking? 

	3.. 
	3.. 
	Describe what type of work your VPG does in your community. In your opinion, what impact has your VPG had on your community? 

	4.. 
	4.. 
	What is your opinion of the TIP-RC? 

	5.. 
	5.. 
	What are the benefits of having the services provided by the TIP-RC? Are there any negative aspects? 

	6.. 
	6.. 
	How many victims of trafficking have you identified since your VPG was started? How many potential victims of trafficking has your VPG referred to the TIP-RC since last October 1? 

	7.. 
	7.. 
	What would you do with these victims before the TIP-RC was started? What other health and human services are available in Sierra Leone to address the needs of trafficking survivors? 

	8.. 
	8.. 
	Describe how you would identify a victim of human trafficking. What would you need to see or assess before considering referring them to the TIP-RC? 

	9.. 
	9.. 
	Describe the procedures you would follow when you refer a case to the TIP-RC. 

	10. 
	10. 
	Describe what type of follow-up work your VPG would do after referring a case to the TIPRC. 
	-


	11. 
	11. 
	What support has your VPG provided to the TIP-RC in educating police, government workers, or community leaders about the identification of trafficking victims? 

	12. 
	12. 
	What support has your VPG provided to any TIP-RC clients who have legal cases? 

	13. 
	13. 
	What are community attitudes towards reintegration? What stigma exists towards victims of human trafficking? 

	14. 
	14. 
	Describe what a successful reintegration into the community looks like. In your opinion, what factors make a successful reintegration more likely? 

	15. 
	15. 
	How many TIP-RC clients have been reintegrated into your community? Describe the VPG’s role in facilitating their reintegration into the community. In your opinion, what role does this play in improving the outcomes of reintegration? 

	16. 
	16. 
	What challenges have you faced in helping TIP-RC clients successfully reintegrate in your community? How have you coped with these challenges? 

	17. 
	17. 
	In your opinion, how effective is the TIP-RC in preparing clients, families, and the community for reintegration? 

	18. 
	18. 
	What additional actions or activities need to occur by the TIP-RC or your VPG in order to improve the reintegration process? 


	Ministry of Social Welfare: 
	1.. 
	1.. 
	1.. 
	Has the trainings provided by WHI enhanced the capacity of social workers/field staff to identify and protect victims of human trafficking? Has it helped enhance the capacity of social workers/field staff to provide case management to human trafficking victims? If so, how? 

	2.. 
	2.. 
	How many reports and/or complaints have been received by the Ministry of Social Welfare regarding allegations of human trafficking since last October 1? How many cases of human trafficking were identified by your field staff since October 1? Of these reports or complaints, how many involved victims who the Recovery Center staff was helping? 

	3.. 
	3.. 
	To what extent, is the Ministry of Social Welfare invested in supporting the on-going operations of the TIP-RC? Is there a commitment from the Ministry of Social Welfare or the government of Sierra Leone to help sustain the project beyond Sept. 30, 2016? 


	Law Enforcement: 
	1.. 
	1.. 
	1.. 
	Has the trainings provided by WHI enhanced the capacity of the police to identify and protect victims of human trafficking? Has it helped enhance the capacity of the police to investigate human trafficking-related cases? If so, how? 

	2.. 
	2.. 
	How many investigations of human trafficking have the police conducted since last October 1? How many of these cases involved victims who the TIP-RC staff was helping or trying to help? 

	3.. 
	3.. 
	How many individuals did police refer for prosecution for trafficking-related crimes in Sierra Leone since October 1 last year? How many of these cases involved victims who the Recovery Center staff was helping or trying to help? How many of these victims gave evidence for the prosecution? 

	4.. 
	4.. 
	(The police may not know about prosecutions). How many individuals were prosecuted for trafficking-related crimes in Sierra Leone since October 1 last year? How many of these cases involved victims who the TIP-RC staff was helping or trying to help? How many of the victims in these cases testified in court? Who helped the victims to prepare for court or to get to court? 

	5.. 
	5.. 
	Can you tell me how many individuals were convicted of trafficking-related crimes in Sierra Leone since October 1 last year? How many of these cases involved victims who the TIPRC staff was helping or trying to help? How many of the victims in these cases testified in court? Who helped the victims to prepare for court or to get to court? 
	-



	Legal Assistance: 
	1.. 
	1.. 
	1.. 
	How does the TIP-RC try to increase clients’ access to the justice system? 

	2.. 
	2.. 
	What challenges exist in increasing and improving human trafficking prosecutions in Sierra Leone? 

	3.. 
	3.. 
	What legal services are available in Sierra Leone that can help increase and improve human trafficking prosecutions? What type of relationship or partnership has the TIP-RC developed with these service providers? 

	4.. 
	4.. 
	What assistance has been provided to the victims who have criminal cases pending (i.e., during police and/or prosecutor interviews, in preparation for testimony, during court proceedings, and after court proceedings)? 

	5.. 
	5.. 
	How many victims have made a report and/or complaint or given a statement to the police since October 1last year? And how many have a criminal case under investigation now? How many are involved in a case that is being prosecuted? How many have a civil case pending? How many prefer to do nothing – seek no recourse through court or other means? 
	st 


	6.. 
	6.. 
	How many of these victims have pursued ‘justice’ through other means, such as financial compensation from someone responsible for their trafficking situation, i.e., a trafficker? 

	7.. 
	7.. 
	How many prefer to do nothing – seek no recourse through court or other means? In your opinion, why do you think these victims have pursued this course? 1. Believes Sierra Leone’s justice system is not fair. 2. Faster remedy. 3. Mostly needs the funds for self and/or family. 4. Fear of giving testimony in court. 5. Other reason. 


	Reintegration: 
	1.. 
	1.. 
	1.. 
	What criteria are used to determine if a client is ready for reintegration? How is this information obtained? 

	2.. 
	2.. 
	How important is it for clients to demonstrated stabilization and recovery before they are reintegrated? 

	3.. 
	3.. 
	Describe what a stabilized and recovered client looks like before reintegration. In your opinion, what percentage of your clients demonstrates these characteristics when they are reintegrated in the community? 

	4.. 
	4.. 
	What criteria are used to determine if the family and community are ready for reintegration? How is this information obtained? 

	5.. 
	5.. 
	What challenges have you encountered when assessing clients, families, and communities for reintegration readiness? How do you cope with these challenges? 

	6.. 
	6.. 
	What do you do to prepare clients for reintegration? 

	7.. 
	7.. 
	What do you do to prepare families and communities for reintegration? 

	8.. 
	8.. 
	What challenges have you encountered when preparing clients, families, and communities for reintegration?  How do you cope with these challenges? 

	9.. 
	9.. 
	What resources or services in the community do you use to increase the likelihood of successful reintegration? What role does this play in improving the outcomes of reintegration? 

	10. 
	10. 
	How often do you follow-up with reintegrated clients? When following up with reintegrated clients, what do you typically do? What are you looking for? 

	11. 
	11. 
	What are common problems you have identified through follow-up? What have you done to intervene in these problems? 

	12. 
	12. 
	What challenges have you encountered when doing follow-up?.   How do you cope with these challenges? 

	13. 
	13. 
	Describe what a successful reintegration into the community looks like. In your opinion, what percentage of your clients demonstrates these characteristics at the 12-month follow-up visit? 

	14. 
	14. 
	Using the following scale (1 = not beneficial; 2 = somewhat beneficial; 3 = very beneficial; 4 = extremely beneficial), rate how beneficial or useful the following services are in contributing (a) to the stabilization and recovery of clients before reintegration, and (b) to the successful reintegration of survivors in the community: Residential care, medical care, health education, individual counseling, group counseling, psychoeducation and life skills training, educational services, vocational training, s

	15. 
	15. 
	In your opinion, are the clients receiving an adequate amount and quality of services to achieve the desired program goals? 

	16. 
	16. 
	In your opinion, what other factors contribute to the stabilization and recovery of clients before reintegration? 

	17. 
	17. 
	In your opinion, what other factors contribute to successful reintegration in the community? 


	Trauma-informed Care: 
	1.. 
	1.. 
	1.. 
	What information do you give clients about what services or activities you are going to provide them with? How much choice does each client have in the services you provide them? 

	2.. 
	2.. 
	Describe the type of relationship you try to develop with the clients? Do you maintain professional boundaries when interacting with the clients? If so, how? 

	3.. 
	3.. 
	In your professional role, do you assess client’s strengths and skills? Do you help them develop their strengths or build additional skills? If so, how? 

	4.. 
	4.. 
	Does each client have a safety or crisis management plan?  How would you handle a client that was behaviorally or emotionally out-of-control? 

	5.. 
	5.. 
	Do you assess clients for trauma exposure and trauma-related symptoms? If so, how? 

	6.. 
	6.. 
	What are common behavioral, emotional, and relational problems evident by the TIP-RC’s clients? What do you consider to be the causes of these problems? How do you handle them? 

	7.. 
	7.. 
	How has trauma affected the clients? What are common coping strategies used by trauma survivors? 

	8.. 
	8.. 
	What training have you received on trauma? How does this trauma-related training affect how you do your job? 


	Self-Care Practices: 
	1.. 
	1.. 
	1.. 
	In your opinion, what are some of the inherent challenges when working with trafficking victims in Sierra Leone? What makes this work difficult or frustrating? 

	2.. 
	2.. 
	What training or support have you received that has helped you better cope with the demands of your job? What additional training or support would be beneficial? 

	3.. 
	3.. 
	What is the hardest part of your job? How do you cope with this? 

	4.. 
	4.. 
	Do you engage in self-care practices? If so, what do you do and how frequently do you use them? 

	5.. 
	5.. 
	Have you experienced vicarious traumatization from doing this work? If so, how do you cope with this? 

	6.. 
	6.. 
	Have these issues contributed to any staff retention issues? If so, how? 


	Data-based Decision Making: 
	1.. What information or data do you collect on clients to assess clients when they are admitted to the TIP-RC? Once this assessment data is collected, do you analyze it to determine the 
	clients’ strengths and needs? If so, how? 
	2.. 
	2.. 
	2.. 
	Describe the process of developing a treatment plan/reintegration plan. What factors do you consider when developing this plan? How do you use assessment data to make this plan? 

	3.. 
	3.. 
	What role does assessment data play when the case management team makes a clinical decision? What other factors are considered? 

	4.. 
	4.. 
	How do you assess if a client in residential care is getting better/improving? What do you monitor to determine intervention effectiveness? 

	5.. 
	5.. 
	How do you assess if a reintegrated client is stable or adapting to community life? What do you monitor to determine reintegration success? 

	6.. 
	6.. 
	What data do you use to evaluate the outcome of your services? What have you learned about the quality of your services based on this data? 


	ANNEX 5: INTERVIEW GUIDE MATRIX. 
	Interview Guide Categories 
	Interview Guide Categories 
	Interview Guide Categories 
	Data Sources -Interviewees 

	Characteristics of the Program 
	Characteristics of the Program 
	Shelter Manager, TCPS 

	Implementation Issues 
	Implementation Issues 
	Shelter Manager, TCPS, WHI Anti-Trafficking Technical Advisor 

	Sustainability 
	Sustainability 
	Shelter Manager, TCPS, WHI Anti-Trafficking Technical Advisor 

	Partnerships & Referrals (WHI) 
	Partnerships & Referrals (WHI) 
	Shelter Manager, TCPS, 2 Social Workers, Nurse, WHI Anti-Trafficking Technical Advisor 

	Partnerships & Referrals (Implementing Partners) 
	Partnerships & Referrals (Implementing Partners) 
	WHI TIP Prevention Director, key informants at Aberdeen Women’s Centre, Rainbo Centre, FSU (police), Ministry of Social Welfare (MSWGCA), Word Made Flesh 

	Village Parent Group 
	Village Parent Group 
	2 Village Parent Group key informants 

	Ministry of Social Welfare 
	Ministry of Social Welfare 
	MSWGCA key informant 

	Law Enforcement 
	Law Enforcement 
	FSU key informant 

	Legal Assistance 
	Legal Assistance 
	Shelter Manager, TCPS, 1 Counselor, 1 Social Worker, WHI Anti-Trafficking Technical Advisor 

	Reintegration 
	Reintegration 
	TCPS, 2 Counselors, 2 Social Workers 

	Trauma-Informed Care 
	Trauma-Informed Care 
	TCPS, 2 Counselors, 1 Social Worker, Nurse, Teacher, 2 House Parents 

	Self-Care Practices 
	Self-Care Practices 
	Shelter Manager, TCPS, 2 Counselors, 2 Social Workers, Nurse, Teacher, 2 House Parents 

	Data-Based Decision Making 
	Data-Based Decision Making 
	TCPS, 2 Counselors, 1 Social Worker 


	ANNEX 6: DIRECT OBSERVATIONS RECORDING SHEET. 
	Date and time: 
	Staff activity: 
	Location and description of setting: 
	Please use the following scale to rate the amount of time the following characteristics were evidenced over the course of the observation period. 
	1 2 3 4 5 N/A Not at all Somewhat All the time Not applicable 
	1.. 
	1.. 
	1.. 
	To what extent was the physical environment attuned to safety, calming, and deescalation?_____ 
	-


	2.. 
	2.. 
	To what extent did staff execute their roles and duties responsibly and professionally? _____ 

	3.. 
	3.. 
	To what extent did staff use a strengths-based, positive approach in all their interactions?_____ 

	4.. 
	4.. 
	To what extent did staff demonstrate empathy, respect, and unconditional positive regard in all their interactions? _____ 

	5.. 
	5.. 
	To what extent did staff show evidence of having established a rapport or therapeutic relationship with participants? _____ 

	6.. 
	6.. 
	To what extent did staff model healthy relationships (e.g., communication, listening skills, and conflict resolution skills)? _____ 

	7.. 
	7.. 
	To what extent did staff demonstrate effective behavioral management skills when applicable? _____ 

	8.. 
	8.. 
	To what extent did staff demonstrate effective emotional management skills when applicable? _____ 

	9.. 
	9.. 
	To what extent did participants willingly participate and engage in the activities? _____ 

	10. 
	10. 
	To what extent did staff function as a team as evidenced by collaboration and support? _____ 


	Other observations: 
	ANNEX 7: CHART REVIEW RUBRIC Case File #:_______ Admission date: ___________  Admission Status of Case: ____________________________ Development and Implementation of Treatment Plan 
	Rating 
	Rating 
	Rating 
	3 = Outstanding 
	2 = Competent 
	1=Needs Development 

	TR
	Strengths & challenges were identified for the client, and they were logically linked to all the following: o Intake o Initial counseling sessions o CCAT 
	Strengths & challenges were identified for the client. 
	Client’s strengths & challenges were not described in enough detail to ensure appropriate client conceptualization. 

	TR
	Treatment goals were written in observable, measurable terms, and they were logically linked to the identified client strengths & challenges. 
	Treatment goals were logically linked to the identified client strengths & challenges. 
	Treatment goals were not logically linked to the identified client strengths & challenges. 

	TR
	Interventions were logically linked to treatment goals, and were consistent with evidence-based practices. 
	Interventions were logically linked to treatment goals. 
	Interventions were not logically linked to treatment goals. 

	TR
	Interventions included several trauma-specific practices that were individualized to client’s needs based on assessment data. 
	Interventions included some trauma-specific practices. 
	Interventions did not include trauma-specific practices. 

	TR
	Interventions included skill development strategies that were individualized to client’s needs based on assessment data  
	Interventions included skill development strategies. 
	Interventions did not include skill development strategies. 

	TR
	Acceptability of interventions by client/ guardian was verified, and reflected sensitivity to individual differences, resources, and other system issues. 
	Interventions reflected sensitivity to individual differences, resources, and other system issues. 
	Interventions did not reflect sensitivity to individual differences, resources, and other system issues. 


	Rating 
	Rating 
	Rating 
	3 = Outstanding 
	2 = Competent 
	1=Needs Development 

	TR
	Documentation that interventions were implemented with integrity, and indicated client’s response to interventions. 
	Documentation that interventions were implemented. 
	Interventions were not described in enough detail to ensure appropriate implementation. 

	TR
	Strategies for changes in interventions and/or follow-up were implemented. 
	Suggestions for changes in interventions and/or follow-up were provided. 
	Suggestions for changes in interventions and/or follow-up were not provided. 

	TR
	Documentation reported on treatment goal progress, and included evidence from one or more of the following: o Direct observations o Client self-report o CCAT 
	Documentation reported on treatment goal progress. 
	Treatment goal progress was not described in enough detail to ensure appropriate goal attainment. 


	Clinical observations of treatment plan section: 
	Clinical observations of treatment plan section: 
	Development and Implementation of Reintegration Plan 

	Rating 
	Rating 
	Rating 
	3 = Outstanding 
	2 = Competent 
	1=Needs Development 

	TR
	Assessment of client’s reintegration readiness was based on all of the following: o Direct observations o Client self-report o CCAT 
	Assessment of client’s reintegration readiness was based on two of the following: o Direct observations o Client self-report o CCAT 
	Client was not thoroughly assessed for reintegration readiness. 

	TR
	Assessment of family’s reintegration readiness was based on all the following: o Adaptive functioning o Relational functioning o Parenting ability o Beliefs about client & client’s exploitation 
	Assessment of family’s reintegration readiness was based on two or three of the following: o Adaptive functioning o Relational functioning o Parenting ability o Beliefs about client & client’s exploitation 
	Family was not thoroughly assessed for reintegration readiness. 

	TR
	Assessment of community’s reintegration readiness was based on all the following: o Safety factors o Resource availability o Supportive community members 
	Assessment of community’s reintegration readiness was based on two of the following: o Safety factors o Resource availability o Supportive community members 
	Community was not thoroughly assessed for reintegration readiness. 

	TR
	The identified client, family, and community protective factors & risk factors were logically linked to the assessment data, and strategies were used before reintegration to mitigate risk factors. 
	The identified client, family, and community protective factors & risk factors were logically linked to the assessment data. 
	Client, family, and community protective factors & risk factors were not identified. 

	TR
	The reintegration plan documented how it was based on the client’s best interest, and it clearly addressed the identified protective & risk factors. 
	The reintegration plan documented how it was based on the client’s best interest. 
	The reintegration plan did not document how it was based on the client’s best interest. 


	Rating 
	Rating 
	Rating 
	3 = Outstanding 
	2 = Competent 
	1=Needs Development 

	TR
	Family bonding occurred before reintegration via family visits and phone contact, and supporting evidence was provided to establish sufficient relationship building prior to reintegration.  
	Family bonding occurred before reintegration via family visits and phone contact. 
	Family bonding did not occur before reintegration via family visits and phone contact. 

	TR
	Counseling sessions before reintegration prepared client for  reintegration by addressing all the following: o Termination issues o Transition planning o Mitigation of client risk factors from mid-point CCAT 
	Counseling sessions before reintegration prepared client for  reintegration by addressing one or two of the following: o Termination issues o Transition planning o Mitigation of client risk factors from mid-point CCAT 
	Counseling sessions before reintegration did not address any of the following: o Termination issues o Transition planning o Mitigation of client risk factors from mid-point CCAT 

	TR
	Social worker prepared family members and several community stakeholders for reintegration via relationship building and/or education. 
	Social worker prepared family members and at least one community stakeholders for reintegration via relationship building and/or education. 
	Social workers did not prepare family members or community stakeholders for reintegration via relationship building and/or education. 

	TR
	The reintegrated client was monitored via regular phone calls and quarterly follow-up visits, and supporting evidence included assessment data from the client, family, and community stakeholders. 
	The reintegrated client was monitored via regular phone calls and follow-up visits. 
	The reintegrated client was not monitored via regular phone calls or follow-up visits. 

	TR
	Changes in the reintegration plan and/or follow-up interventions were implemented based on the assessment data from the monitoring strategies. 
	Suggestions for changes in the reintegration plan and/or follow-up interventions were provided based on the assessment data from the monitoring strategies. 
	Suggestions for changes in the reintegration plan and/or follow-up interventions were not provided. 


	Clinical observations of reintegration plan section: 
	Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a. case study approach. Thousand Oaks, CA: Sage and NASP.. 
	Documentation 
	Check all documentation that is completed as per WHI policy and with adequate information to support clinical decision making: 
	Counselor Case File 
	Counselor Case File 
	Counselor Case File 
	Social Worker Case File 

	-MSWSCA Referral Form____ 
	-MSWSCA Referral Form____ 
	-MSWSCA Referral Form (copy)____ 

	-Intake/Case registration Form____ 
	-Intake/Case registration Form____ 
	-Intake/Case registration Form (copy)____ 

	-Case Management Record____ 
	-Case Management Record____ 
	-Case Management Record____ 

	-Treatment Plan Form____ 
	-Treatment Plan Form____ 
	-Social Work Progress Notes____ 

	-Counseling Progress Notes: 
	-Counseling Progress Notes: 
	-Family Assessment Form____ 

	o Contains required elements____ 
	o Contains required elements____ 
	-Community Assessment Form____ 

	o Required Session Frequency____ 
	o Required Session Frequency____ 
	-Family & Community Risk Assessment 

	-Counselor’s Telephone Record____ 
	-Counselor’s Telephone Record____ 
	Form____ 

	-Child Risk Assessment Forms____ 
	-Child Risk Assessment Forms____ 
	-Reintegration Package Form____ 

	-General Medical Intake Screen Form____ 
	-General Medical Intake Screen Form____ 
	-FTR Handover-Reunification Certificate____ 

	-Medical Continuation Form____ 
	-Medical Continuation Form____ 
	-Receipt for Provided Supplies/Goods____ 

	-Life Skills Training List____ 
	-Life Skills Training List____ 
	-Follow-up Form____ 

	-Incident Report Form____ 
	-Incident Report Form____ 

	-Baseline CCAT____ 
	-Baseline CCAT____ 

	-Mid-point CCAT____ 
	-Mid-point CCAT____ 

	-End-point CCAT____ 
	-End-point CCAT____ 

	-PRAT____ 
	-PRAT____ 


	Rating 
	Rating 
	Rating 
	3 = Outstanding 
	2 = Competent 
	1=Needs Development 

	TR
	100%-95% of applicable documentation is completed with adequate information 
	94%-85% of applicable documentation is completed with adequate information 
	Less than 85% of applicable documentation is completed with adequate information 


	Clinical observations of documentation: 
	Adapted from Hunley, S., & McNamara, K. (2010). Tier 3 of the RTI model: Problem solving through a case study approach. Thousand Oaks, CA: Sage and NASP. 
	ANNEX 8: CLINICAL CARE ASSESSMENT TOOL. 
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	ANNEX 9: POST-REINTEGRATION ASSESSMENT TOOL. 
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	Figure
	Figure
	ANNEX 10: INFORMED CONSENT FORM – SEMI-STRUCTURED INTERVIEWS 
	Informed Consent Form 
	Roberts Wesleyan College 
	Program Evaluation of World Hope International’s 
	Trafficking in Persons -Recovery Centre in Sierra Leone 
	Investigator: Keri Bassett, Ph.D., Associate Professor of Psychology at Roberts Wesleyan College. 
	Purpose of Study: This program evaluation is measuring implementation outputs and the expected outcomes of the Trafficking in Persons – Recovery Centre (TIP-RC) project. In particular, this evaluation will study how cooperation with partner organizations, the utilization of referral mechanisms, and the provision of reintegration services contribute to the program model. Also, this evaluation will assess how effective this project has been in building staff capacity, achieving the stabilization and recovery 
	Procedures: 
	During this evaluation project, the investigator will conduct semi-structured interviews. Interview questions will ask about your perception of the policies and practices of the TIP-RC in assisting victims 
	of trafficking as well as information about your organization’s role in combatting human trafficking in 
	Sierra Leone. Due to the nature of semi-structured interviews, the investigator has a set of questions designed to help you relate your perspectives; however, over the course of the interview, additional clarifying questions may be asked. Throughout the interview process, the investigator will be taking notes of your answers, which will remain confidential. In addition, the data collected from these interviews will not be used for employee performance reviews or other employment-related issues.  
	Voluntary Nature: 
	Your participation in this evaluation is completely voluntary and you may withdraw your consent to participate at any time during the process without penalty.  You also may refuse to answer questions without penalty. If you choose to do so, any information derived from your participation will be deleted from the evaluation’s findings. 
	Risks and Benefits to Participant: 
	There are no known risks associated with this evaluation project. If you feel uncomfortable with some of the questions in the interview, you can stop at any time. A potential benefit of participating in this evaluation project is that the findings may help with improving the quality of care provided at the TIPRC. Additionally, the findings from this project have the potential to benefit society by providing a clearer understanding of factors contributing to effective aftercare services for victims of traffi
	-

	Compensation: 
	There is no compensation in this evaluation project. 
	Confidentiality: 
	Your participation in this evaluation project will be strictly confidential.  No identifying information will be collected in this project, and all findings will be reported in aggregate form with no identifying information. However, direct quotes may be used in written reports or publications to more clearly capture the meaning of the findings. No identifying information will be attached to direct quotes. At the end of your interview, you will be asked if there is anything you said that you do not want inc
	The data from this evaluation project will be stored in a locked cabinet or a password protected computer in the investigator’s office. Only Dr. Keri Bassett will be able to access the data. The results obtained from this study may be used for writing reports, scientific journals, or presented at scientific meetings. 
	Contacts and Questions: 
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	Program Evaluation of World Hope International’s 
	Trafficking in Persons -Recovery Centre in Sierra Leone 
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	Purpose of Study: 
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	results obtained from this study may be used for writing reports, scientific journals, or presented at scientific meetings. 
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